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Abstract 
 Mental illness is common in Kenya, yet mental health care in low and 
middle-income countries (LAMICs) like Kenya is described as inadequate, 
ineffective and inequitable. The World Health Organization (WHO) launched the 
Mental Health Global Action Program (mhGAP) in 2008 to address the lack of 
adequate mental health care in LAMICs, yet almost 10 years later, the treatment gap 
for people who have a mental illness but do not receive treatment continues to widen 
to as much as 85%. 
 Primary health care is the mainstay of health access in LAMICs including 
Kenya, and WHO’s mhGAP has emphasised the need to integrate mental health into 
primary health care. This research utilised the social theoretical frameworks of 
Cosmopolitanism and Capabilities Approach as the broad lens with which to 
examine the Kenyan context, including current challenges that hinder mental health 
care, and opportunities that can be leveraged in capacity-building to improve mental 
health care. A multi-phase mixed-methods study was used to undertake a mental 
health gap analysis with key informants (n=10) at the national level (Phase-I).  A 
mental health literacy (MHL) survey among primary health care workers (n=212) in 
four counties of Kenya (Phase-II), and a mental health education program (MHEP) 
pilot study with primary health care workers (n=23) in one county of Kenya (Phase-
III). 
 Phase-I findings reported major gaps in financing, human resources, policy, 
plans and legislation for mental health care in Kenya. The MHL survey findings in 
Phase-II identified gaps in knowledge of causes and risk factors for mental illness. 
Impacts of knowledge deficits included inability to accurately diagnose common 
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mental illnesses. In Phase-III, a two-day pre and post-test pilot study using a MHEP 
reported improvements in knowledge of causes and risk factors for mental illness and 
helpful strategies for mental health care compared to baseline. This was also 
associated with improvements in diagnostic accuracy post-MHEP.  
Taken together, findings in this study indicate that there are gaps that hinder 
access to mental health care in Kenya. Key learning from this study is the role social 
theoretical frameworks such as Cosmopolitanism and Capabilities Approach can play 
in enabling understanding of macro- and micro-level accounts of social, economic 
and political institutional arrangements. Such understanding is important and pre-
requisite to effective and efficient capacity building initiatives for Kenya and similar 
LAMICs. 
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Glossary of Key Terms 
Mental health 
Mental health is a state of well-being in which an individual realizes his or her own 
abilities, can cope with the normal stresses of life, can work productively, and is able 
to contribute to his or her community. 
Source: Promoting mental health: concepts, emerging evidence, practice. WHO, 2014 
http://www.who.int/features/factfiles/mental_health/en/  
 
Mental illness 
Mental illness comprises a broad range of problems, with different symptoms. 
However, they are generally characterized by some combination of abnormal 
thoughts, emotions, behaviour and relationships with others. These disorders are 
included and described in Chapter V: Mental and behavioural disorders (FOO-F99) 
of WHO's International Statistical Classification of Diseases and Related Health 
Problems 10th Revision (lCD-l 0). The area of disorders covered are as follows:  
FOO-F09 Organic, including symptomatic, mental disorders;  
Fl0-F19 Mental and behavioural disorders due to psychoactive substance use;  
F20-F29 Schizophrenia, schizotypal and delusional disorders;  
F30-F39 Mood (affective) disorders;  
F40-F48 Neurotic, stress related and somatoform disorders;  
F50-F59 Behavioural syndromes associated with physiological disturbances and 
physical factors;  
F60-F69 Disorders of adult personality and behaviour;  
F70-F79 Mental retardation;  
F80-F89 Disorders of psychological development;  
F90-F98 Behavioural and emotional disorders with onset usually occurring in 
childhood and adolescence; and  
F99 Unspecified mental disorder. 
Source: International Statistical Classification of Diseases and Related Health Problems 
10th Revision Version for 2010. WHO, 2010. 
http://apps.who.intlclassifications/icdl0/browse/201O/en#/V  
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Mental health policy and mental health plan 
A mental health policy is the official statement of a government which defines the 
vision and details an organized set of values, principles, objectives and areas for 
action to improve the mental health of a population. A mental health plan details the 
strategies, activities, timeframes and budgets that will be implemented to realize the 
vision and achieve the objectives of the policy as well as the expected outputs, 
targets and indicators that can be used to assess whether implementation has been 
successful. 
Source: Mental health Atlas 2011. WHO, 2011. 
http://whglibdoc.who.int/publications/2011/9799241564359eng.pdf  
Source: Mental Health policy, plans and programmes. WHO 2005 
http://www.who.intlmentalhealth/policy/services/essentialpackage1vI/en/index.html  
 
Mental health legislation 
In most countries, mental health legislation is an act of parliament promulgated to 
regulate mental health practice. In other countries, mental health provisions are 
integrated into other laws. Elements of mental health legislation include anti-
discrimination, general health, treatment, consent to treatment, mechanisms to 
promote human rights, disability, employment, social welfare, education, housing, 
and jurisprudence on matters affecting mentally ill people. 
Source: Mental health Atlas 2011. WHO, 2011. 
http://whglibdoc.who.intipublications/201119799241564359eng.pdf  
Source: Drew, N., Funk, M., Tang, S. et at. Human rights violations of people with mental 
and psychosocial disabilities: an unresolved global crisis. The Lancet, 378 (9803]' 1664 - 
1675, 2011. 
 
Mental health services 
Mental health services are the means by which effective interventions for mental 
health are delivered. The way these services are organized has an important bearing 
on their effectiveness. Typically, mental health services include outpatient facilities, 
mental health day-treatment facilities, psychiatric wards in a general hospital, 
community mental health teams, supported housing in the community, and mental 
hospitals. 
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Source: Organization of services for mental health. WHO, 2003. 
http://www.who.intimentalhealth/policy/services/essentialpackage1v2/en/index.html   
Mental Health Atlas 2011.   
WHO, 2011. 
 http://whglibdoc.who.intipublications/201119799241564359eng.Pdf  
 
Mental health recovery 
From the perspective of the individual with mental illness, recovery means gaining 
and retaining hope, understanding of ones abilities and disabilities, engagement in an 
active life, personal autonomy, social identity, meaning and purpose in life and a 
positive sense of self. Recovery is not synonymous with cure. Recovery refers to 
both internal conditions experienced by persons who describe themselves as being in 
recovery - hope, healing, empowerment and connection - and external conditions that 
facilitate recovery - implementation of human rights, a positive culture of healing, 
and recovery-oriented services. 
Source: WHO Quality Rights tool kit: assessing and improving quality and human rights in 
mental health and social care facilities.  WHO, 2012. 
http://whglibdoc.who.intipublications/2012/978924154841 0 eng.pdf  
 
Psychosocial disabilities 
Refers to people who have received a mental health diagnosis, and who have 
experienced negative social factors including stigma, discrimination and exclusion. 
People living with psychosocial disabilities include ex-users and current users of the 
mental health care services, as well as persons that identify themselves as survivors 
of these services or with the psychosocial disability itself. 
Source: Drew, N., Funk, M., Tang, S. et at. Human rights violations of people with mental 
and psychosocial disabilities: an unresolved global crisis. The Lancet, 378 (9803], 1664 - 
1675, 2011. 
http://download.thelancet.com/pdfs/journals/lancetiPIIS014067361161458X.pdf?id=40bade
475393ge7f:2e5f8cf2:13a9c2030dO:54121351243806649   
Mental Health Action Plan 2013 – 2020 
 
Vulnerable groups 
Certain groups have an elevated risk of developing mental disorders. This 
vulnerability is brought about by societal factors and the environments in which they 
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live. Vulnerable groups in society will differ across countries, but in general they 
share common challenges related to their social and economic status, social supports, 
and living conditions, including: 
• Stigma and discrimination; 
• Violence and abuse; 
• Restrictions in exercising civil and political rights; 
• Exclusion from participating fully in society; 
• Reduced access to health and social services; 
• Reduced access to emergency relief services; 
• Lack of educational opportunities; 
• Exclusion from income generation and employment opportunities; 
• Increased disability and premature death. 
Source: Mental Health and Development report.  WHO, 2010. 
http://whglibdoc.who.intipublications/201 0/9789241563949 eng.pdf 
 
Mental health literacy 
Anthony Jorm is credited with coining the term mental health literacy and is defined 
as knowledge and beliefs about mental disorders which aid their recognition and 
treatment. Key components for mental health literacy include; 
 Ability to recognise specific mental health problems 
 Knowledge about risk factors, self-management approaches, professional 
help and beliefs about mental illness 
 Attitudes that facilitate recognition of mental illness and help seeking 
Improvement in mental health literacy is beneficial in increasing knowledge about 
mental health problems, encouraging positive lifestyle change, empowering people 
affected by mental illness to manage their condition, increasing access to mental 
health care, and building resilience. 
Source: Mental health Foundation (UK) 
https://www.mentalhealth.org.uk/a-to-z/m/mental-health-literacy  
 
Social distance 
The term ‘social distance’ is used in mental health literacy research to mean  the 
perceived degree of remoteness between a member of one social group and how they 
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relate to the larger society as evidenced by the level of associations, intimacy and 
sharing tolerated between them. Indicators of social distance between the public and 
people with mental illness may include strong stereotypes, stigmatising attitudes, and 
flawed causal attributions such as aggression potential and perceived dangerousness. 
Source:   Jorm (2009). Desire for social distance from people with mental disorders 
https://www.ncbi.nlm.nih.gov/pubmed/19221907 
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Preamble 
“Locked up and forgotten”, read the Cable News Network (CNN) breaking 
news flash that ran for a few days in 2011. This was an investigative journalist’s 
report about the state of mental health care in Kenya’s largest psychiatric hospital. 
The report (which is accessible via the link below [Figure 1.1]) captured both the 
attention of Kenyans and the world on the plight of having a mental illness in Kenya.  
 
Figure 1.1 “Locked up and forgotten” 
Source: https://www.youtube.com/watch?v=gM4meNCLYAA  
The reporter had managed to scoop a story from Mathari hospital, a closely 
guarded relic of institutional psychiatry and asylum era in Nairobi, Kenya. Designed 
and built by the colonial administration in the 1960s to accommodate 600 patients 
(Muga & Jenkins, 2010), the CNN report indicated that Mathari hospital held three 
times that number, and in “very poor conditions”. At least one death of a consumer 
was reported during the recording, the deceased consumer remained unattended and 
in full view of other consumers overnight. CNN’s report was aptly titled “World’s 
untold stories”, and such is the state of mental health care in low and middle-income 
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countries (LAMICs) like Kenya, characterised by stigma, lack of regulation, lack of 
resources and frequent human rights abuse (Patel et al., 2007).  
This project is inspired by the experiences I have had working as a nurse over the 
past 20 years in mental health settings. First, my experience working as a student 
nurse at Mathari hospital in Nairobi, Kenya, then as a trainee psychiatric nurse at 
Sterkfontein and Millsite hospitals in Johannesburg, South Africa, and as a 
Registered Psychiatric Nurse at Graylands hospital in Western Australia. All these 
experiences have served to highlight the shortcomings of the mental health system 
within and between countries. It also enabled me to have some insight into the 
limitations of the hospital-based or institutional care models to deliver efficient, 
affordable, and effective mental health care. 
Undertaking further studies, in particular a Master of Public Health (MPH) 
degree at the University of Western Australia, made it clearer to me why the 
disparities I had observed in the mental health services structure between Kenya, 
South Africa, and Australia existed. I was also inspired to reflect on population-
based measures that can be leveraged to reduce the disease burden related to mental 
disorders. 
Recently, while working as a lecturer in mental health nursing at Deakin 
University, I’ve reflected on the potential impact that well educated prepared primary 
health care workers could have in enhancing care for people with mental illness. Not 
every country can afford a specialist mental health care workforce, and as such, 
mental health care should be a vital component in health worker training for people 
working in primary health care settings, which are the frontline care services 
especially in LAMICs. 
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The choice of Kenya as the focus for the study is a logical one for me. As a native of 
Kenya, I am familiar with the Kenyan health landscape and through personal 
experience of affected family members, I have had to contend with the poor and 
uncoordinated level of services for people with mental illness. In my childhood, 
people with mental illness and other forms of disability received care and support 
from their families and the community. I witnessed a gradual change as I grew up 
where with increasing urbanization, there were more social problems including 
mental illness in our communities. The problem of urbanization was associated with 
changes in the family structure, with a tendency towards a nucleus family. People 
living with mental illness were neglected and no longer taken care of in their family 
environments. Instead, they were left to wander the streets with no support, many 
suffered in silence because of stigma, while others were arrested and jailed for petty 
crimes.  
Various reasons have been provided in the media and reports from international 
agencies, such as the World Bank, on what keeps LAMICs like Kenya from enjoying 
prosperity. Reasons such as poverty, corruption and political misrule, to HIV/AIDS, 
malaria, Ebola and dengue fever (Saxena, Thornicroft, Knapp, & Whiteford, 2007b), 
have been put forward. However, the dearth of mental health services in countries 
like Kenya remains one of the ‘world’s untold stories’. This research aims to 
contribute additional insights and knowledge on mental health care in LAMICs with 
a focus on Kenya.  Having spent many years working as a nurse in the mental health 
care system in Kenya, I always planned to pursue research into Kenya’s mental 
health care system, the CNN report cited above and my experience with poor mental 
health care for people close to my life were catalysts for undertaking this PhD 
research. 
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“There is now almost universal recognition that primary care is the place where 
most mentally distressed people first present for help. However, the pace at which 
the health system has adapted to this reality varies greatly from country to country, 
depending on the amount of resources devoted to mental illness services. The large 
mental hospital in the capital city, dating from colonial times, seems a poor way of 
doing this” 
David Goldberg, 
Institute of Psychiatry, Kings College, London. 
(Goldberg, 2003, p. 153) 
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Introduction 
Recent international reports and research data have suggested that between 
76% and 85% of people with severe mental illness do not receive treatment, this is 
especially the case in low and middle-income countries (LAMICs) (Saxena et al., 
2007b; WHO, 2013a). There is a corresponding gap in the quality of care for those 
who are able to access mental health services (Patel, 2014b; Saraceno et al., 2007). 
The World Health Organization (WHO) in its Sixty-fifth World Assembly in 2012, 
adopted resolution WHA65.4 (WHO, 2013a). This resolution highlighted the global 
burden of mental disorders and the need for comprehensive and coordinated response 
by all member countries. Suggested approaches included multi-sectoral approach 
with emphasis on mental health promotion, prevention, treatment, rehabilitation, care 
and recovery (WHO, 2013a). 
Low and middle-income countries like Kenya lack resources to offer 
adequate mental health services (Minas, 2009; Saxena et al., 2011). Kenya is a 
country in East Africa with a rapidly growing population of 45 million people, yet 
spends less than 1% of its health budget on mental health services. It relies on a very 
small specialist mental health workforce of 74 psychiatrists and less than 500 mental 
health nurses for mental health care (Jenkins et al., 2010b; Kiima, 2015; Ndetei, 
Khasakhala, & Omolo, 2008). The WHO  recommends that transforming the 
workforce does not only require increasing the numbers, but redistributing existing 
workers, changing the skill mix, and developing new competencies (WHO, 2009b) 
for countries with low human resources. Using insights gained from 
Cosmopolitanism and Capabilities Approach as conceptual frameworks, this research 
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project aimed to explore current gaps and opportunities to improve mental health 
services in Kenya. 
This introductory chapter begins by outlining Kenya’s country profile, 
including a brief historical and colonial context, and Kenya’s health and mental 
health services structure. Some background information about current mental health 
care and challenges will be discussed. The research problem, aims, research 
questions and the significance of research will be presented. The chapter concludes 
with an overview of how the thesis is structured to answer the research questions. 
 
Kenya Country Profile 
The setting for this research is Kenya, a country of nearly 45 million people 
(Kenya Bureau of Statistics, 2015). It lies between 5 degrees north and 5 degrees 
south latitude and between 24 and 31 degrees east longitude in East Africa, with the 
equator passing through the middle of the country. Kenya has total land area of 
682,650 square kilometers, 80% of which is arid and semi-arid. Kenya borders South 
Sudan (North West), Ethiopia (north), Somalia (North East), Uganda (West) and 
Tanzania (South).  The 536 kilometer Indian Ocean coastline houses the port of 
Mombasa that enables trade with some of its landlocked neighbors - Uganda, South 
Sudan and Rwanda. Kenya has diverse physical features that makes it attractive to 
tourists. These include Mount Kenya, the second highest peak in Africa at 5,199 
meters; Lake Victoria, the largest fresh water lake in Africa; the Great Rift Valley, 
which runs from north to south, and Lake Nakuru National Park that hosts flamingos. 
Kenya has a range of wild life including many on the endangered species list (World 
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World Bank, 2013). Figure 1.2 illustrates the geographical location and internal 
regions and administrative boundaries of Kenya. 
Kenya is classified as under-developed country (147 out of 177 in the Human 
Development Index) (World Bank, 2013). According to the World Bank, over 46% 
of Kenya’s 45 million people live below the poverty line (Mutungi et al., 2008). With 
nearly 45% of the population below the age of 15 years, and additional challenges 
such as HIV/AIDS, high crime rate, poverty and political instability, Kenya has 
failed to prioritise the mental health care of its people (Ngui, Khasakhala, Ndetei, & 
Roberts, 2010). 
 
Figure 1.2  Kenya geographical location, regional and administrative 
boundaries 
Source: Kenya Demographic and Health Survey 2014 (Kenya Bureau of Statistics, 2015) 
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Kenya is a former British colony and British involvement in the country 
began in 1885 when European powers divided among themselves spheres of 
influence on the African continent (African Studies Centre, 2008). The British 
government established what came to be known as the East African Protectorate. The 
agriculturally productive Kenya highlands were allocated to new British settlers 
leading to marginalisation and disenfranchisement of the local indigenous people. 
Africans were forced to live in rural reserves and their movements were restricted by 
new laws that required them to obtain travel passes and to pay a poll tax they were 
not able to afford (Morton, 1998). Dispossession of land and restriction to travel 
were the main causes of protests that followed in 1920s (Morton, 1998). The Kenya 
African Union was formed in 1942 to articulate mainly Kikuyu (the majority tribe in 
Kenya) grievances against the British colonial administration. By late 1940s, the 
‘Mau Mau’ was waging guerrilla warfare against the settlers and colonial 
administrators. ‘Mau Mau’ uprising, also commonly referred to as ‘Mau Mau’ 
rebellion, was a revolt by indigenous Kenyan tribes against colonial authorities; the 
words ‘Mau Mau’ were the rallying call for people to rise up and defend their 
freedom (Reid, 2011). A ‘Mau Mau’ emergency was put in place by the colonial 
government between 1952 and 1956. In 1959, many of the leading African leaders 
including Jomo Kenyatta,  were imprisoned for treason (Maathai, 2011; Morton, 
1998). Kenya regained its independence from Britain in 1963 and became a republic 
in 1964, with Jomo Kenyatta as its first president. Kenya was a multiparty state until 
1981 when the constitution was amended under President Daniel arap  Moi and the 
Kenya African National Union (KANU) to make Kenya a de jure one party state. 
KANU ruled Kenya from independence (1963) to 2002, when the National Rainbow 
Coalition and President Mwai Kibaki were elected to power. Kenya has remained 
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politically volatile with major tribal violence in 2007 elections that resulted in the 
death of 1500 people. President Uhuru Kenyatta and the Jubilee coalition hold power 
(Kenya Bureau of Statistics, 2015). Kenya is administratively divided into 47 
counties with devolved autonomy from the central government (Government of 
Kenya, 2008b). 
Kenya is a culturally and ethnically diverse country. Yet,  this diversity has 
threatened Kenya’s political and security stability, with ethnic conflict and deaths 
reported in every electoral cycle since 2007 (Kanyinga, 2009). Kenya has 45 ethnic 
groups, the dominant ones include the Bantu speaking Kikuyu, Meru, Embu and 
Akamba who constitute 36% of the total population. The Luo and the Luhya living in 
western Kenya and Lake Victoria region constitute 27% and the Kalenjins living in 
the Rift Valley constitute 14%. Other smaller groups including Kisii, Mijikenda, 
Pokot, Turkana, Borana, Somali, Indians, Europeans and Arabs make up 23% of the 
population (Government of Kenya, 2008a). While the British used ‘divide and 
conquer’ strategies to play one tribe against the other to entrench their political 
position, post-independence Kenyan leaders appealed to ethnicity and ethnic 
solidarity to win and maintain power (Kanyinga, 2009). A flawed system of 
rewarding loyal tribes with government positions and infrastructure meant that there 
was inequitable distribution of state resources. Historically, areas of western Kenya 
and Nyanza have been underdeveloped because politicians from these regions were 
considered adversarial to sitting governments, while central and eastern Kenya fared 
better with more investments in infrastructure, education and health (Ajulu, 2002). It 
is in recognition of these population dynamics that this research utilises cosmopolitan 
concepts such as justice, multiculturalism, pluralism, autonomy, communitarianism 
and agency to explore current gaps to mental health care in the Kenyan context. 
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Kenya is heavily dependent on agriculture and tourism, making it vulnerable 
to seasonal droughts and political instability. Additional economic challenges include 
the  40% unemployment, rampant corruption among public servants, high rates of 
HIV/AIDS and poor infrastructure (Kenya Bureau of Statistics, 2015). Kenya’s 
neighbors, most notably Somalia and South Sudan, have experienced civil wars and 
political instability in recent years with significant social, political and economic 
impacts on Kenya. Today, Kenya is home to over 0.5million refugees housed in 
many camps mainly in northern Kenya (WHO, 2009c). 
 
Background to the study 
Mental illness is a major public health problem globally. The WHO estimates 
that 450 million people in the world are affected with  various types of mental 
disorders (WHO, 2013a), of these, 151 million people have depression, 125 million 
are affected by alcohol and drug use, 26 million are affected by schizophrenia and 
over 800 thousand people commit suicide every year (Funk, Drew, & Faydi, 2007). 
Mental health care, especially for people living in LAMICs remains inadequate, 
inefficient and inequitable (Saxena, Thornicroft, Knapp, & Whiteford, 2007a). The 
treatment gap, defined by Saxena et al as the number of people with a mental 
disorder that do not receive mental health care, is estimated to be as high as 85%  in 
LAMICs. The mental health atlas published by the WHO (WHO, 2014), compiles 
and disseminates data on mental health globally, presenting country profiles, 
indicating their mental health resources that include programs, financing, and 
specialist workforce. The main aim of the atlas is to highlight inadequacies within 
and between countries and to provide information that helps in planning and services 
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enhancement. To demonstrate the disparity that exists between LAMICs and 
developed countries, data on Kenya and Australia from the WHO’s mental health 
atlas indicates that Kenya with a population of 45 million people has only 75 
psychiatrists and 500 psychiatric nurses, while Australia with just over half of this 
population (23 million) has 2,745 psychiatrists and 14,964 psychiatric nurses. 
Similarly, Kenya spends less than 1% of its relatively small health budget on mental 
health services, while Australia spends 7.64% of its much bigger health budget on 
mental health services (WHO, 2011). 
  Mental health care is essential to physical health and economic advancement 
of people living in LAMICs (WHO, 2009d), yet access to mental health services in 
LAMICs like Kenya remains a challenge, mainly because of lack of human and 
financial resources (Thornicroft, Cooper, Bortel, Kakuma, & Lund, 2012). The 
management of mental disorders in primary health care settings is fundamental to 
enabling the largest number of people to gain access to mental health care in the 
communities in which they live (Whiteford et al., 2013). To achieve this healthcare 
workers in primary health care settings require specialized skills for providing 
holistic mental health care (WHO, 2008b). Skills essential for mental health care can 
be attained through capacity-building programs incorporating a range of knowledge 
and skills based interventions implemented among existing health workforce (WHO, 
2009a). Previous studies in LAMICs like South Africa (Petersen, Ssebunya, Bhana, 
& Baillie, 2011), Pakistan (Suhail, 2005), Uganda (Ssebunnya, Kigozi, Kizza, & 
Ndyanabangi, 2010), Kenya (Jenkins et al., 2012b; Kiima & Jenkins, 2010a; Ngui et 
al., 2010) and Nigeria (Atilola, 2015b)  have described problems of inequity, 
inefficiency and ineffectiveness of specialist mental health care in LAMICs. 
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However, up to now, little attention has been given to mental health capacity-
building of existing health workforce, especially in primary health care settings. 
 
Mental illness terminology used in thesis 
 A variety of terminology has been used to refer to people who experience 
signs and symptoms of mental illness. ‘Mental disorder’ is commonly used in 
medical practice, public health and research to refer to a range of conditions that 
affect mood, thinking and/or behaviour (Yu et al., 2015).  
Medical anthropologists and the media will commonly use the term ‘mental 
illness’ to refer to conditions that affect the mind and impact on behaviour, the term 
mental illness does not provide diagnostic specificity and is preferred because it 
captures the diversity of conditions under a single term (American Psychological 
Association, 2013).  
There is the tendency in clinical settings and for purposes of care planning and 
resource allocation, to view mental illnesses in a continuum. This ranges from 
serious/severe mental illness (SMI) which refers to conditions such as schizophrenia, 
bipolar or depression,  to common mental disorders (CMD) referring to illnesses 
such as personality disorders, anxiety and phobias (Ben-Zeev, Young, & Corrigan, 
2010). The use of SMI and CMD has been challenged and noted to be potentially 
misleading because of complexity related to subjectivity of  individual impacts of 
mental disorders (Bhui & Bhugra, 2002).  Bhui and Bhugra (2002) have stressed that 
disorders have different levels of severity, and therefore, a mild form of 
schizophrenia can be less disabling than a severe form of panic disorder. 
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 In recent years, and owing to multidisciplinary approaches to care, George 
Engel’s ‘biopsychosocial model’ has become popular (Marmot, Allen, Bell, & 
Goldblatt, 2011). The biopsychosocial model stresses an integrated systems approach 
to human behaviour and disease in mental health care, as opposed to singular use of 
the biomedical approaches to care for people with mental illness. The 
biopsychosocial model allows for acknowledgement of multiple factors that may 
lead to mental illnesses and promotes comprehensive understanding possible 
treatments and care strategies (WHO, 2009e). 
 This thesis privileges the terms 'mental health' and 'mental illness' over 
'mental disorder' because they refer to manifestations of mental ill health in their 
broadest sense without alluding to a diagnosis and associated labels. These terms are 
also preferred in recognition of diversity of interpretations of mental phenomena 
including modern and traditional approaches to help seeking behaviours in the 
Kenyan context. These terms are also consistent with theoretical approaches in this 
study that emphasise subjective experience over medical labelling. 
 
Mental health in low and middle-income countries  
 Acknowledging the increasing disease burden related to mental disorders in 
LAMICs, the WHO launched the Mental Health Global Action Program (mhGAP) in 
2008 (WHO, 2008b). At the time of mhGAP’s launch, Dr Margaret Chan, the 
director general of WHO described mhGAP as a ‘pro-poor’ strategy whose 
guidelines would assist LAMICs increase capacity of the primary health care system 
through training, support and supervision. A key aim of mhGAP was to enable 
LAMICs to integrate mental health practices in primary health care settings with a 
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view to improving access to mental health care especially among the poor (WHO, 
2008b). Almost 10 years since its inception, there is no evidence that any of the 
LAMICs (including Kenya) have embedded mental health care into their primary 
health care package. This research project utilized (with permission), the WHO 
Assessment Instrument for Mental Health Systems (WHO-AIMS) (WHO, 2005b), a 
research instrument of mhGAP, to identify current mental health gaps for Kenya. 
 Previous mental health studies that have been undertaken in Kenya have 
focused on mental morbidity (Jenkins et al., 2012a; Ndetei et al., 2009), human 
resources (Kiima & Jenkins, 2010a; Ndetei et al., 2007b), brain drain and its impact 
on mental health care (Ojakaa, Olango, & Jarvis, 2014), stigma (Ngui et al., 2010) 
and mental health care access patterns (Muga & Jenkins, 2008a). According to the 
current Kenya Health Policy 2012-2030, primary health care services have always 
been and will continue to be the backbone of the Kenyan health system into the 
future (Government of Kenya, 2012a). Primary health care services provide the 
majority of health care to most Kenyans, yet, very little is known about actual 
capacity and mental health care skills that primary health care workers have, to be 
able to meet the mental health needs of consumers. The specific objective of this 
research was to investigate current gaps in the mental health care system and to 
examine the mental health literacy of primary health care workforce in selected 
counties of Kenya. Results from the study would be used to develop and pilot a 
capacity-building mental health education model for Kenya. 
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Kenya health services structure 
The Ministry of Health in Kenya regulates and coordinates all public health 
services from Afya House in Nairobi. There are two main referral hospitals in 
Kenya; the Kenyatta National Hospital in Nairobi and Moi Teaching and referral 
hospital in Eldoret, which is located in Nairobi and the Rift Valley regions of Kenya 
respectively. The Agha Khan Hospital and Nairobi Hospital are two major private 
hospitals both based in Nairobi. There is a countrywide network of provincial and 
district hospitals that coordinate and control services for their respective 
administrative jurisdictions, and are responsible for generating their expenditure 
plans and budget requirements (Muga, Kizito, Mbayah, & Gakuruh, 2004). In recent 
years, there has been a proliferation of new district hospitals due to the creation of 
new districts by the sitting government, from 41 district hospitals in 1988 to 149 
district hospitals in 2008/09 (Rakuom, 2010). This has led to increased demand for 
the already scarce human and financial resources to manage and operate these new 
facilities. Rakuom (2010). A Human Resources in Nursing study found a shortfall of 
over 29,000 Registered Nurses to meet WHO’s recommended nurse-to-population 
ratio in Kenya (WHO, 2009). Health centres and dispensaries are often the first point 
of contact for consumers and these offer preventative, treatment and ambulatory 
services at the local level (Muga et al., 2004). 
Kenya’s health services structure has employed several different health care 
models over the last 50 years. At the time of independence from Britain in 1963, the 
Kenyan health service was based on the Western medical model. Under this model, 
services were focused on treatment, with the majority of health resources 
concentrated in tertiary services. During the 1980s, the primary health care (PHC) 
model was adopted following the Alma-Ata Conference in 1978 (Muga et al., 2004), 
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and this sought to make healthcare more universally available and closer to where 
people lived. It led to decentralization of health services and the development of 
health infrastructure such as maternal and child health clinics, mobile immunization 
centres and family planning services to community centres (Muga et al., 2004). 
Under the current Kenya National Health Plan (Government of Kenya, 
2012a), the Kenyan health care system follows a market model to deliver health 
services. Under this model the consumer contributes to the cost of health care 
delivery. Since the majority of Kenyans do not have access to health insurance, they 
pay out of pocket to access essential health care services such as emergency care, 
laboratory and imaging, medical and surgical procedures, maternal child health 
services and mental health care. The government funds most immunization, family 
planning and HIV/AIDS programs, but there is often a lack of resources and health 
personnel to ensure access to these services. Fee for service and poor resources for 
government funded programs leads to inequitable access to the countrys’ health 
services (Rakuom, 2010).  
The Kenyan health services structure is organised into six levels (Rakuom, 
2010), as illustrated in Figure 1.3. Past publications and government reports have 
drawn an upright or pyramid type triangle with Level 1 at the bottom and Level 6 at 
the top. The literature accessed for this study also indicates a linear relationship in 
resource allocation in Kenya, with services at the top receiving more resources 
compared to those at the bottom of the pyramid. 
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Figure 1.3  Kenya health services structure 
Source: Kenya Health Policy 2012-2020 
Since PHC was the focus of this study, the pyramid was inverted (Figure 1.4) 
to lay emphasis on Levels 1-3 of the Kenyan health care system, which provides the 
bulk of health services to the majority of people at a much lower cost. This is 
contrasted to Levels 4-6, which provides health care to fewer people but at a much 
higher cost. This research targeted health care workers in PHC settings in Kenya. It 
is the approach of this study that a poor resource setting such as Kenya should 
concentrate available resources in providing mental health services to majority of the 
population at the primary health care level.  
 
Level 5                                                                                  County (Secondary) 
Level 4                                                                                      Sub-county (Primary) 
 
Level 3                                                                        Health Centres/Nursing & Maternity 
Level 2                                                                                                Dispensaries and Clinics 
Level 1                                                                                                  Primary Health care at Community 
Level 6                                                     Tertiary (National Referral) Hospital 
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Figure 1.4  Proposed approach to effective resource allocation for Kenyan 
health services 
Under the new Kenyan constitution promulgated in September 2010, 
significant administrative changes were implemented both at the national and 
regional level. For the first time, for example, counties under the executive direction 
of a governor would be responsible for coordinating and delivering services, 
including health services at the county level. This is more suited for ensuring 
effective PHC services in a system that was not as centralized previously 
(Government of Kenya, 2008b, 2010a). 
 
Kenya mental health care services structure 
Mental health care in Kenya is conceived along two axes, public and private. 
Private mental health care is further divided into for-profit versus not-for-profit 
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services, and these are mostly managed by non-governmental organisations (NGOs) 
and faith-based organisations (FBOs) (de Menil, Knapp, McDaid, & Njenga, 2014). 
There is also the informal sector that consists of traditional and faith healers who 
provide mental health care in community settings, but their services are neither 
regulated, documented or formally remunerated (Ndetei, Khasakhala, Kingori, 
Oginga, & Raja, n.d).  
The majority of mental health care resources in Kenya are concentrated in the 
three referral hospitals at Mathari, Gilgil and Moi University (Kiima & Jenkins, 
2010a). Psychiatric nurses in Kenya primarily work in outpatient clinics in most 
district and provincial hospitals. There are a total of 1,114 psychiatric acute beds for 
the whole country based in the three main hospitals (Kiima & Jenkins, 2010a). 
Health care workers such as enrolled nurses, clinical officers and community 
workers provide assessment and care for people with mental health illness in PHC 
settings of Kenya (Musyimi et al., 2017b). However, it is not clear how their current 
training equips them to have the requisite knowledge, skills and attitudes necessary 
to provide care for people with a mental illness (Muga & Jenkins, 2008b). 
Below is a brief summary of key organisations that provide mental health 
services and advocacy for people with mental illness in Kenya. 
 
Public sector 
The government provides the bulk of mental health services in Kenya, yet, 
there is only one psychiatric bed for every 200,000 population (de Menil et al., 
2014). Two thirds of available psychiatric beds are located at Mathari Hospital in 
Nairobi. Similarly, the majority (one in four psychiatric nurses and 30% of 
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psychiatrists) of Kenya’s specialist mental health workforce are based in Mathari 
hospital. Each county hospital has a psychiatric in-patient unit but the bed capacity at 
this level varies between 5 and 22 beds (de Menil et al., 2014; Muga & Jenkins, 
2010). 
 
Private and informal sector 
A number of nursing homes and private clinics provide mental health 
services, which are owned and operated by NGOs, FBOs and social enterprises 
(Ndetei, Ongecha, Mutiso, Khasakhala, & Kokonya, 2007a). Kenyan healthcare 
literature distinguishes between practitioners that are established and regulated under 
legal statutes referred to as formal, and those that are unregulated and often 
community based with no formal training as informal. The informal sector consists 
of traditional, faith healers, self-help groups, community-based organisations and 
families. Basic Needs (UK) support a large number of carers in many Counties in 
Kenya (de Menil & Knapp, 2015; Jenkins et al., 2012a). The African Mental Health 
Foundation (AMHF) is engaged in mental health research and advocacy for people 
with mental health disorders. Private clinics such as Chiromo Lane and Avenue 
Nursing Home based in Nairobi, provide mental health services at cost (de Menil et 
al., 2014). In recent years, consumers such as Sitawa Wafula have highlighted 
problems of human rights abuses and lack of access to care for people with mental 
disorders in Kenya (de Menil & Knapp, 2015). 
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Research problem, aims and significance of the study 
The prevalence rates for mental disorders in Kenya are comparable to global 
rates of 25% (Jenkins et al., 2012b), yet Kenya has only 74 Psychiatrists and 500 
Psychiatric nurses based mainly in large hospitals in the capital city (Ndetei et al., 
2008). Kenya’s capacity to manage the disease burden related to mental disorders is 
further complicated by poor housing conditions, related to large numbers of people 
migrating from rural to urban areas, the influx of refugees from neighboring 
countries; mainly Somalia and Sudan, and internally displaced people following 
tribal clashes and disputed elections. The problem of HIV/AIDS and its impact on 
mental wellbeing, stigma and discrimination for people with mental illness are 
additional problems for people with mental illness and their ability to access mental 
health services (Kiima & Jenkins, 2010b). While solutions to these problems must be 
found in the long term, there is a need to engage in urgent capacity-building efforts 
among existing health workers, especially in PHC settings to ensure they have 
essential skills to deliver mental health care to the majority of people in Kenya. 
The overall research question for this study was: 
“What are the barriers, and capacity-building opportunities for effective mental 
health care provision among the primary health care workforce in Kenya?”  
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Aims of the study 
The aims of the research were as follows: 
i. to identify current mental health care gaps at the national level in 
Kenya by determining the extent to which the Kenyan mental health 
system meets WHOs Mental Health Global Action criteria (Phase-I); 
ii.  to explore the mental health educational needs of the primary health 
care workforce through a mental health literacy survey (Phase-II); and 
iii. to develop and test a mental health educational intervention designed 
to improve the capacity of these workers to assess and to manage 
mental health problems (Phase-III).  
Approach to the study 
This study utilized a mixed-method design to identify current gaps in the 
mental health service provision in Kenya, particularly in PHC settings. The 
knowledge, skills and attitudes of the PHC workforce were examined to determine 
levels of mental health literacy. A capacity-building educational intervention is tested 
in one district to determine its feasibility and impact in improving capacity in 
provision of mental health care. 
A mixed-method study design incorporating policy analysis, survey and pre- 
and post-test methods is utilised in this research. The study was conducted in three 
phases: 
In Phase-I, the Assessment Instrument for Mental Health Systems version 2.2 
(WHO-AIMS 2.2) (WHO, 2009d) was used and complemented by the Key 
50 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Informant Questionnaire. This instrument was developed for LAMICs under WHOs 
mhGAP to investigate current gaps for mental health care.  
In Phase-II, Jorm’s Mental Health Literacy Questionnaire (MHL) (Jorm et al., 2006) 
adapted to the  Kenyan context, was used to investigate the knowledge, skills and 
attitudes of health workers in a PHC settings in Kenya.  
In Phase-III, findings from Phase-I and Phase-II were used to develop a Mental 
Health Education Program (MHEP). The program was aimed at improving mental 
health knowledge skills and attitudes of health workers in PHC settings of Kenya. 
The MHEP was pilot-tested in one county of Kenya. Figure 1.5 is a representation of 
the three phases in the research process: 
 
Figure 1.5 A multi-phase mixed method study design 
Additional information about research instruments used in this study is 
included in Chapter 4: Methods. 
 
Phase-III
Design and pilot-test a mental health literacy education 
program in one county of Kenya
Mental Health Education Program using pre and post-test 
design
Phase-II
Survey of mental health knowledge, skills and attitudes of 
nurses working in primary health care settings in Kenya
Mental Health Literacy Questionnaire
Phase-I
Exploration of gaps  to mental health care care in Kenya WHO-AIMS 2.2, Key Informant Questionnaire
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Significance of the study 
Globally the disease burden related to mental disorders is on the increase 
(Whiteford et al., 2013; WHO, 2013a) and mental disorders are now recognized as a 
major public health problem that requires special attention and substantially more 
resources than have historically been allocated (WHO, 2008a). Resources for mental 
health services in LAMICs are inadequate, inefficient and inequitable (Jenkins et al., 
2012b; Kiima, 2008; Saxena et al., 2007a). 
Low and middle-income countries like Kenya that have a fast growing 
population and very low levels of mental health workforce have problems with 
access to quality mental health care (WHO, 2008b). The burden of caring for people 
with mental disorders falls on families, most of whom are poor and live in rural areas 
far from available mental health services in urban areas (Muga & Jenkins, 2008b). 
This study focused on strategies for capacity-building among health workers in PHC 
settings in Kenya.  
The main assumption of this study includes the belief that access to quality mental 
health care is a right that should not be limited to only those who can afford. Mental 
health systems based on specialist care designed for Western or advanced economies 
is unsuitable for countries with low budgets and high demand for services (Patel, 
2009). Healthcare workers in PHC settings in LAMICs can play a crucial role in 
mental health care.  
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Thesis structure 
This thesis is organized into seven chapters. The first two chapters, the 
Introduction and the Literature Review, provides an overview of Kenya and 
organisation of its health service. The research aims are addressed within the context 
of existing knowledge in the field of mental health. Special focus on global mental 
health governance, mental health care in LAMICs and explanatory models for mental 
health and illness for Kenya is also provided in these opening chapters. 
Chapter three presents the Conceptual Framework used to guide this 
research; first cosmopolitanism as the broad lens through which the Kenyan context 
is interpreted, and current challenges and opportunities for mental health care 
accounted for. Secondly, Capabilities Approach is utilised to appraise mental health 
capacity-building models suitable for Kenya. This is achieved by shifting focus from 
small and ineffective specialist mental health workforce, to exploring ways to 
leverage on larger, and more accessible primary health care workforce. 
Chapter four Methods, details how the conceptual frameworks are aligned 
with the PRECEDE-PROCEED model, a methodological framework to stage the 
mixed-method, multiphase research in four counties in Kenya. Information on 
participants, settings, research instruments and ethics is provided, including strengths 
and limitations for each phase. 
Chapter five Results, is the first empirical chapter and presents results for 
Phase 1 to Phase-III, while Chapter six Discussion, presents deeper conceptual 
discussion that links key empirical findings of the study to broader literature. Chapter 
seven Conclusion, ties the findings together thematically. In this chapter, future 
policy and practice implications are considered. 
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A summary model of how the thesis chapters are positioned in relation to 
their focus in the study is presented in Figure 1.6. 
 
 
 
 
Figure 1.6  Thesis chapter structure 
 
 
 
 
 
 
 
 
Existing knowledge This research 
1 
Introduction 
4 
Methods 
5 
Results 
6 
Discussion 
2 
Literature review 
3 
Conceptual frameworks 
7 
Conclusion: Future policy and 
practice implications 
New knowledge 
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Summary 
Individuals with mental illness in LAMICs have poor access to mental health 
services because of lack of financial resources and a specialized mental health 
workforce. Primary health care services are often the main source of healthcare for 
the majority of people living in LAMICs. Implementing a capacity-building program 
among the health workforce in PHC settings can help to improve access for mental 
health services in these countries. Using validated research tools, this study will 
assess current gaps to mental health care in Kenya in Phase-I, and establish current 
knowledge, skills and attitudes of health workers at the PHC level in Phase-II. The 
study then used findings from Phase-I and Phase-II to develop and undertake the 
pilot of a mental health capacity-building education program for health workers in 
one county in Kenya.  
Chapter Two of this thesis will present a detailed review of the literature upon which 
this study is based.  
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Chapter 2: Literature Review 
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Introduction 
 This literature review was therefore undertaken with the objective to firstly 
identify historical, current ideas and perspectives on global health, global health 
governance and global mental health. This knowledge is necessary to understanding 
the Kenyan health and mental health care system which is the focus of this study. 
As the WHO plays a key role in providing policy direction to health services 
structure and functioning in all countries, but especially in LAMICs, this review will 
examine the role it plays in health services provision in Kenya. It will explore 
whether Kenya meets minimum standards for mental health care set by the WHO 
under its Mental Health Global Action Program (mhGAP). A key recommendation 
of WHO’s mhGAP is that of integrating mental health services into primary health 
care to improve accessibility and equity in LAMICs (WHO, 2010). The majority of 
health services in Kenya are provided in the PHC setting (Wamai, 2009). This 
literature review examines the historical basis of PHC, its key elements, and relates 
how it is implemented within the Kenyan health care system. The categories and 
roles of PHC workers in Kenya, including analysis of their role in mental health care 
will be discussed. Trends and factors that influence mental health practice and mental 
health service utilisation in Kenya compared to other LAMICs are explored; 
strategies known to improve mental health care in LAMICs including integration of 
mental health in primary health care settings and mental health literacy (MHL) are 
discussed.  
The current health services landscape is explored to illuminate the challenges 
affecting delivery of effective, affordable and equitable mental health care in Kenya. 
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Explanatory models for mental health and illness as understood by different cultural 
groups living in Kenya are explored to enhance understanding of current trends on 
mental health services utilization, social perceptions on mental illness and barriers to 
care. The review also identified and analysed publications of key researchers that are 
of relevance to the Kenyan mental health context.  Additionally, sources of data, 
relevant methodological and research designs are appraised and synthesised to 
inform all phases of this research. Finally, a summary of the literature review, 
statements on research problems, research aims and rationale are presented. 
 
The Kenyan health context:  
Explanatory models for health and mental health 
Medical services in Kenya: a historical timeline 
Health care institutions and Western-type medical training facilities in Kenya 
date back to the colonial era in early 1900s. The British administrators of the new 
colony secured funding from the Colonial Office to set up a medical department in 
Nairobi (Chaiken, 1998), this preceded todays’ medical training colleges. At the time 
of independence from Britain in 1963, with a population of less than 10 million 
people, Kenya had a reasonable network of public and private hospitals in major 
rural and urban centres, robust immunization, hospital care, sanitation and vector 
control services existed (Chaiken, 1998). Kenya’s health infrastructure has not been 
developed to keep up with demands of rapid population growth and with nearly 45 
million people, Kenya still relies on health institutions established at independence 
(Carrin et al., 2007; Chuma & Okungu, 2011). 
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Explanatory models for health and illness in Kenya 
Illness is a culturally constructed phenomenon with distinct explanation, 
labeling, valuation, and with clarity on coping and healing strategies that are 
culturally determined. Kleinman et al (1978) makes a distinction between disease 
and illness in their seminal work titled Culture, illness and care, where disease in the 
Western medical paradigm is seen as a malfunction or maladaptation of biologic and 
psychophysiologic processes. The authors suggest that contemporary medical 
practice have become discordant with lay expectations by focusing on curing 
diseases while consumers and their families seek healing, concluding that medico-
centric approaches are not sufficient for all ill-health (Kleinman, Eisenberg, & Good, 
1978). 
Bhui and Bhugra (2002) have argued that health professionals in clinical 
research and practice must embrace the authentic view of the consumer’s world to 
enhance their cultural capability. They further add that clinicians must understand 
and explain how their consumers explain their illness; whether by blaming social 
circumstances, relationship problems, witchcraft, sorcery, or broken taboos (Bhui & 
Bhugra, 2002). The authors recommend use of explanatory models and illness 
perception questionnaires to develop an understanding of how their consumers 
identify illness, explain its causes, consequences and controllability; which are 
important variables for successful engagement with the consumer and ensuring 
compliance with interventions or treatment. Such understanding is important for 
practitioners working in culturally diverse environments where the understanding of 
health and illness may be very different from the Euro-American models of health 
and illness (Bhui & Bhugra, 2002). The authors also recommend the use of 
questionnaires such as; Illness Perception Questionnaire (IPQ), Short Explanatory 
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Model Interview (SEMI) or Explanatory Model Interview Catalogue (EMIC) (Bhui 
& Bhugra, 2002). These can be used as part of health assessment and their results can 
be factored into care planning and consumer management. 
 
Explanatory models for mental health and mental illness in sub-Saharan Africa 
and Kenya 
Africa is a diverse continent with differing explanations for causes and 
treatment of mental illness. Patel (1995) analysed literature on explanatory models 
for mental illness from a number of sub-Saharan African countries and populations 
including Shona people of Zimbabwe, Xhosa people of South Africa, and 
populations in Ghana, Kenya, Senegal, Uganda, Botswana, Nigeria, Ethiopia and 
Guinea-Bissau. Patel (1995) concluded that the majority of populations in sub-
Saharan Africa distinguished between mind, body and spirit,  and the majority 
attributed the cause of  certain forms of mental illness to these three constructs (Patel, 
1995). In Kenya, many conditions such as mental illness, are attributed to a human 
agency such as witchcraft. Other aetiological categories include a curse, ‘God given’, 
seasonality, hereditary, spirit possession, poisoning, broken taboos, infections, evil 
eye or ‘blood boiling’ (Patel, 1995). 
The Akan people of Ghana have a complex concept of selfhood consisting of 
the physical mortal part (onipadua), personality (sunsum) and the intellect (okra); 
these three have to be in balance for good physical health (Patel, 1995). This is 
concordant with modern understandings of good mental health for physical health 
and is well grounded in PHC principles (WHO, 2009b). The WHO  definition of 
health (WHO, 2008a) emphasize the importance of good physical and mental health 
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and not merely absence of disease. In a study of the impact of modernization and 
urbanization on explanatory models of mental illness, Patel (1995) found that 
increasingly, people living in urban areas placed less importance on spiritual causal 
models, however, spiritual causal models are still held by those living in rural areas. 
This has implications for approaches to treatment and care that clinicians might want 
to take when dealing with consumers from different environments even if they have a 
shared culture. Patel concluded that while the analysis of explanatory models of sub-
Saharan African populations reveals a rich diversity of beliefs about mental illness, 
key concepts of mind and body are comparable to Euro-American concepts. 
Psychotic illness is similarly described as ‘madness’ but there are variations in how 
mental illnesses are defined, identified and treated. 
 
Literature search methods 
There is paucity of published information on mental health care in LAMICs 
in general and Kenya in particular (Minas & Jorm, 2010). The aims of this literature 
review was to identify current published studies and ‘grey’ literature relevant to the 
topic of mental health services and knowledge, skills and attitudes of healthcare 
workers in PHC settings in LAMICs with special focus on sub-Saharan Africa and 
Kenya. This review used a systematic approach applying specific search terms to 
locate publications relevant to the research on mental health care. The following 
keywords; singularly and in combination were used for the search; mental health OR 
psychiatry, mental health care OR psychiatric care, nursing, nursing care, mental 
health nursing OR psychiatric nursing, primary health care, mental health literacy, 
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knowledge, skills, attitudes OR practices, low and middle-income countries, 
developing countries, Africa OR sub-Saharan Africa and Kenya.  
The criteria for inclusion in the review was studies and opinion papers on 
mental health care, PHC and MHL that focused on sub-Saharan Africa, LAMICs or 
Kenya. Studies that focused purely on clinical studies or mental disorders were 
excluded because the key aim of this study was to identify how robust the mental 
health system was and the capacity of health workers to provide adequate mental 
health care. 
Relevant studies were identified by searching the following electronic 
databases; Academic Search Complete, CINAHL Complete, E.Journals, Global 
Health, Health Policy Reference Centre, Medline Complete, Mental Measurement 
Yearbook, PsycARTICLES, PsycBOOKS, PsycINFO, and Psychological and 
Behavioural Science Collection. The initial search was undertaken in August 2013, 
with follow up searches in January 2015 and January 2017. Because of known 
paucity of literature on mental health systems and mental health care in LAMICs 
(Minas, 2009; Patel & Saxena, 2014), this literature search was not limited by date. 
Preferred reporting items for systematic reviews and meta-analyses (PRISMA) is 
widely used in research to ensure systematic and complete access of available 
literature on a given topic (Moher, Liberati, Tetzlaff, Altman, & Group, 2009). 
PRISMA was utilized in this literature review. A total of 289 journals articles were 
retrieved for this review, 191 were excluded for lack of focus on mental health care, 
PHC or context (sub-Saharan Africa or Kenya). While this was not a systematic 
review, a systematic approach was used to review existing in the area, the literature 
search and review process are outlined in the PRISMA diagram (Figure 2.1) below 
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which shows the databases searched, retrieved journal articles and the 54 journal 
articles that finally were included in the review. 
 
MHC: Mental Health Care; PHC: Primary Health Care; LAMICs: Low and Middle-Income 
Countries. 
The journal articles and grey literature (n=54) were analysed in relation the research 
problem, resulting themes provided structure for the literature review chapter. Results of 
analysis were further synthesized in Chapters 3, 4, 6 and 7 of the thesis. 
Figure 2.1  Literature sources and included review articles 
As there is paucity of published information on Kenya in general, 
supplementary information relating to Kenya’s historical, social and political context 
that was not readily available in scholarly journals was obtained from the internet, 
Kenya National Archives and government documents, such as media releases, WHO 
country reports and ministerial reports. 
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Global health context:  
Governance and global agenda for mental health in the SDG era 
In the past, there was little acknowledgement of the importance of mental 
health in sustainable development, as a result, non-communicable diseases (NCDs) 
including mental disorders were not included in Millennium Development Goals 
(MDGs) that came to a close in 2015. However, NCDs including mental disorders 
has been recently included in the United Nation’s Strategic Development Goals 
(SDGs) (Minas, Tsutsumi, Izutsu, Goetzke, & Thornicroft, 2015). It is now largely 
acknowledged that while individual countries have a responsibility to organize and 
provide health services to their people, this alone is not enough to guarantee health 
security from cross border risks, epidemics and pandemics (Davies, 2010a). The case 
is even more compelling for LAMICs where resources are scarce, there is need for 
global health governance to ensure health security and equity within and between 
countries (Minas, 2009).   
  
Global Health Governance 
Global health governance is overseen by the WHO, a global organization 
established under the auspices of the 194 member United Nations (UN) in 1948 to 
ensure improvement of the health status of the global population (WHO, 2008a). 
Koplan et al (2009) define global health as an area for study, research, and practice 
that places a priority on improving health and achieving equity in health for all 
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people worldwide. Global health emphasizes transnational health issues, 
determinants and solutions, involves many disciplines within and beyond the health 
sciences, promotes interdisciplinary collaboration, and is a synthesis of population 
based prevention with individual level clinical care (Koplan et al., 2009). The authors 
finally conclude that the global health movement is derived from public health and 
international health models, which evolved from hygiene and tropical medicine. 
Public health; commonly defined as the art and science of promoting health and 
preventing disease (WHO, 2001), emerged from continental Europe and the USA in 
the mid-19th century as part of social reform movements and rapid growth of 
biological and medical knowledge especially the causes and management of 
infectious diseases. Its core focus was decision making based on data and evidence, 
focus on populations rather than individuals with a goal of social justice and equity 
and an emphasis on prevention rather than curative care (WHO, 2001). Koplan et al 
(2009) defined international health as the application of principles of public health to 
problems and challenges that affect LAMICs and to the complex array of global and 
local forces that influence them, further asserting that international health relates 
more to health practices, policies and systems. The promotion of social and 
economic equity and reduction of health inequalities are key themes for public 
health, international health and global health.  
Since the Second World War, there have been significant improvements in 
global health. Life expectancy has improved by as much 40% and child mortality has 
declined by almost 60% (Lowry & Schüklenk, 2009). Despite this progress, there are 
still large disparities in health access and outcomes for people living in high-income 
countries compared to those living in LAMICs. The problem of rapid urbanization 
has affected health access in LAMICs, Cyril et al. (2013) has argued on the 
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relationship that exists between poor health and rapid urbanization especially in sub-
Saharan Africa. It is expected that up to 70% of people in LAMICs will be living in 
urban areas by 2050 (Cyril, Oldroyd, & Renzaho, 2013). Compared to other health 
disciplines, there is increasingly poorer access to mental health care services, 
especially in LAMICs. 
Criticism has been directed at some global health initiatives for the way they 
operate in low-income countries.  Hein and Kohlmogen (2003) have suggested that 
the rise and shape of global health governance has been influenced by a perception of 
the global threat of major pandemics and epidemics to the Western societies 
especially the USA. Diseases such as HIV/AIDS, Ebola and SARS have in particular 
been identified as major global threats (Hein & Kohlmorgen, 2003). While 
apportioning the responsibility for emerging diseases such as HIV, Ebola and SARS 
to the neglect of health services in LAMICs partly due to lack of democracy and 
corrupt practices, the authors argue that some international organisations exist to 
protect Western societies, and that makes a bad situation in LAMICs worse (Hein & 
Kohlmorgen, 2003). Hein and Kohlmogen’s argument may help to explain the 
situation in sub-Saharan Africa where there is substantial imbalance in funding for 
HIV/AIDS programs compared to other disease programs that are associated with 
similar or higher disease burden such as malaria, tuberculosis or mental disorders. 
Hein and Kohlmogen’s argument is relevant for Kenya, which in the last two 
decades has witnessed massive investment in HIV/AIDS related programs at the 
expense of other acute and chronic disease programs. 
Davies (2010b) suggests that the complexity of global politics of health 
should never be underestimated, suggesting that national health care policies are 
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intertwined with international considerations, wider international agendas, politics 
and economics, which all serve to influence what can be achieved and how a nation’s 
health should be pursued (Davies, 2010b). Factors such as foreign governments, non-
governmental organisations (NGOs), pharmaceutical companies, private donors and 
international organisations such as the WHO, all drive different agendas that 
influence priorities within individual states, which affects the available health 
resources. For example, the World Bank and the international Monetary Fund (IMF) 
have a profound influence on health policies of LAMICs through their lending 
practices and conditions (Davies, 2010a). The national state or government in a 
country, while playing an important role in healthcare delivery, is not solely 
responsible for shaping access to healthcare; rather, there are other actors who 
interact in a myriad of ways depending on their self-interests (Davies, 2010b). Ndetei 
(2008), de Menil (2015) and Muga (2010) have discussed some of the negative 
impacts related to health care providers and external actors with competing interests 
that make it difficult for Kenya to have a coherent health care system.  Some of the 
negative impacts they identify include poor retention of health workers and the effect 
this has on maintaining sustainable health services in rural and remote parts of 
Kenya. 
 
Global Mental Health 
Although great strides have been made to improve economic, educational and 
health conditions of people living in LAMICs, there has been minimal comparable 
progress to improve mental health and wellbeing of people living in these countries 
(Kleinman, 2009). Others have argued that the very progress that led to 
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improvements in living conditions may have been counterproductive to mental 
wellbeing due to rapid urbanization, economic and social restructuring and disruption 
of family. This may have led to increases in violence, separation and divorce, 
substance abuse, self-harm and suicide (Kleinman, 2003; Lund, Kleintjes, Kakuma, 
Flisher, & Consortium, 2010; Muga & Jenkins, 2008a), all known risk factors for 
mental health disorders. 
A report published by the WHO in 2003 indicates that mental health 
disorders account for nearly 12% of global burden of disease, and that by 2020, 
mental disorders will account for nearly 15% of disability-adjusted life-years 
(DALYs) lost to disability (WHO, 2003). The possible reasons for the increase in 
disease burden related to mental disorders globally include rapid urbanization, 
disruption of the family unit and social networks, natural and man-made disasters 
and conflict (Patel & Thornicroft, 2009). People living in LAMICs, especially in sub-
Saharan Africa, have additional disease burden related to poverty, overcrowding, 
internal conflict that leads to displacement and resettlement in hostile environments,  
and these problems are further compounded by lack of quality mental services and 
the prevailing stigma and discrimination against people with mental health illness 
(WHO, 2003). In recent years, Kenya has witnessed rapid development, and whilst 
this has led to improvements in healthcare, literacy and infrastructure, there has been 
corresponding increase in homelessness, especially in cities, breakdown of family 
units, crime, poverty and an ever increasing number of people living in slum 
dwellings in cities (Kiima, 2015; Mutungi et al., 2008). 
The structure of mental health services has continued to evolve globally and  
three distinct periods can be identified; the rise of the asylum, the decline of the 
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asylum, and the reform of mental health services (Thornicroft & Tansella, 2004). 
While the asylums were built for custodial care for people with mental illness, they 
were often characterized by mistreatment and abuse of consumers and this led to a 
call for reforms to the mental health system and services. These reforms have been 
crucial in ensuring accessible and appropriate health services for people with mental 
health disorders. Thornicroft and Tansella (2004) argue that while these reforms have 
mainly occurred in Western countries, people living in LAMICs continue to have 
minimal access to quality care, and conditions of past era such as asylums prevail. 
This study aimed to explore gaps and to identify current resources available for 
mental health service provision in Kenya. 
Mental health systems require a number of essential components and 
resources to be able to offer comprehensive care to people with a mental illness, 
these include human resources, budget, physical facilities, legislation and health 
information systems (Thornicroft et al., 2012). This review found that the following 
components are important to ensure a robust and effective mental health system, 
which is lacking in most LAMICs. In particular, the following are identified as being 
significant;  legislation (Drew et al., 2011; Patel & Saxena, 2014), financial (Jenkins 
et al., 2008; Saraceno et al., 2007; Saxena et al., 2011), human resource (Ndetei et 
al., 2007a; Saxena et al., 2007b). Figure 2.2 is constructed using the essential 
components of a modern mental health system identified by WHO in Mental health, 
new understanding, new hope (WHO, 2001).  It illustrates the key components of a 
mental health system with the mental health consumer at the focal point of each of 
the components. 
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Figure 2.2  Components of the mental health system 
Source: WHO Mental Health Monograph (2001) 
 
Research by Saxena (2007), Seraceno (2007), Ndetei (2008) and Jenkins 
(2012) indicates that LAMICs lack the essential components necessary for effective 
care for people with a mental illness. The shortages they identified include 
adequately trained personnel, budgets to run mental health services and facilities, 
legislation to regulate care and service provision, and a national mental health policy 
to set an agenda for country mental health needs and targets. Omar, Green, Bird et al 
(2010) explored mental health policy development and implementation for Zambia, 
South Africa, Ghana and Uganda and found that mental health policies in these 
countries were either weak, in draft form or non-existent.  Kenya’s mental health 
70 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
policy was in draft for over 10 years and was only released in 2016 (Jenkins et al., 
2012b).  
 
Model for mental health services structure 
Thornicroft (2004) proposed structuring mental health services into three main levels 
based on resources available, and recommends that low resource countries focus 
available resources to the lowest level PHC with specialist back-up, and gradually 
increase component services as more resources become available (Thornicroft & 
Tansella, 2004). Table 2.1, (adapted and used with permission from the publisher) 
presents an analysis undertaken by Thornicroft and Tansella (2004) in their study of 
essential components of a modern mental health system. Their report indicated that 
while hospital and community mental health services are desirable and necessary, 
countries with low resources should focus available resources on improving mental 
health services provision at the PHC level, indicated as step A, and gradually build 
their capacity for mainstream mental health care (step B) as more resources become 
available (Thornicroft & Tansella, 2004). 
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Table 2.1  Country Mental health Services Structure as Related to the Level of 
Resources Available.  
Low level of resources Medium level of 
resources 
 
High level of resources 
STEP A STEP A + STEP B STEP A + STEP B + STEP C 
 
Step A – Primary care with specialist 
back-up 
 
Step B – Mainstream 
mental health care 
 
 
Step C – Specialised/ differentiated 
mental health services 
Screening and assessment by PHC staff 
 
Talking treatments including counselling 
and advise 
 
Pharmacological treatment 
 
Liaison and training with mental health 
specialist staff, when available 
 
Limited specialist back-up available for: 
 Training 
 Consultation for complex cases 
 In-patient assessment and 
treatment for cases that cannot 
be managed in primary care  
Out-patient 
Ambulatory clinics 
 
 
 
 
 
 
 
Community mental 
health teams 
 
 
 
 
 
 
Acute in-patient care 
 
 
Long-term 
community-based 
residential care 
 
 
 
 
 
 
 
 
Employment and 
occupation 
Specialised clinics for specific disorders 
or patient groups, including : 
 Eating disorders 
 Dual diagnosis 
 Treatment resistant affective 
disorders 
 Adolescent services 
Specialised community mental health 
teams, including; 
 Early intervention teams 
 Assertive community 
treatment 
Alternative to acute hospital admission, 
including: 
 Home treatment/crisis 
resolution teams 
 Crisis/respite houses 
 Acute day hospital 
Alternative types of long-stay 
community residential care, including: 
 Intensive 24 hour staffed 
residential provision 
 Less intensively staffed 
accommodation 
 Independent accommodation 
Alternative forms of occupation and 
vocational rehabilitation, including: 
 Sheltered workshops 
 Supervised work placements 
 Cooperative work schemes 
 Self-help and user groups 
 Club houses/transitional 
employment programs 
 Vocational rehabilitation 
 Individual placement and 
support services 
 
Source: Used with Permission from the publisher 
(Appendix 1: Publisher authorisation to use Thornicroft & Tansella (2004) Table in Thesis)   
 
Kenya is a low-income country with scarce human and financial resources for 
mental health services (Jenkins et al., 2010c; Kiima & Jenkins, 2010a; Muga & 
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Jenkins, 2010; Ndetei et al., 2007a).  This study examined whether Kenya has the 
requisite components outlined under Step A of Thornicroft and Tansella resources 
table, at the PHC level. The study also identified appropriate capacity-building 
models to strengthen the health workforce at the PHC level. 
 
Primary health care as the interface for mental health care in LAMICs 
The WHO has recommended integration of mental health care within PHC 
services as the most appropriate strategy to scale up mental health care in LAMICs 
(WHO, 2008a). The concept ‘Primary Health Care’ was first promulgated in a WHO 
and United Nations Children’s Fund (UNICEF) organized international conference, 
Alma-Ata, in the former Kazakh Soviet Socialist Republic in September, 1978 
(WHO & UNICEF, 1978). Key objectives of the conference were to promote the 
concept of PHC in all countries, define the principles of PHC and the role of 
governments and other agencies in the development of PHC. Through a series of 
declarations the conference committed to a range of agreements to ensure 
achievement of better health for all using the PHC approach. The most notable of the 
declarations included the observation that existing gross inequality in the health 
status of people in developing countries compared to those in developed countries 
was politically, socially and economically unacceptable (II). All governments were 
to formulate national policies and strategies to launch and sustain PHC (VIII), and 
that acceptable attainment of health by all can be achieved through fuller and better 
use of the world’s resources (WHO & UNICEF, 1978). A crucial tenet of Alma-Ata 
Declaration on PHC was that progress in health depends on many factors including 
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economics, education, nutrition, health system and culture, and is also closely linked 
to governance, social justice and changes in other sectors (Rohde et al., 2008). 
The World Health Organisation and UNICEF defines Primary health care 
(PHC) as: 
“essential health care based on practical, scientifically sound and socially 
acceptable methods and technology made universally accessible to individuals and 
families in the community through their full participation and at a cost that the 
community and the country can afford to maintain at every stage of their 
development in the spirit of self-reliance and self-determination” 
       (WHO & UNICEF, 1978, p. 3).  
Primary health care is designed to be an integral part of a countrys’ health 
system and the first level of contact for individuals, family and the community with 
health care. Initial PHC elements identified in Alma-Ata included health promotion 
and health education, nutrition, safe water and sanitation, maternal and child health 
care, prevention and control of locally endemic diseases and essential drugs (WHO 
& UNICEF, 1978). This list has been updated in subsequent conferences to include 
reproductive health needs, provision of essential technologies for health, health 
promotion, prevention and control of non-communicable diseases (Sachs, 2012). 
Rhode et al (2008) notes that a key achievement of PHC in the last 30 years 
has been 50% decrease globally in infant mortality for children under five years, 
from 145/1000 to 72/1000.  However, this decrease has been less in LAMICs 
compared to high-income countries. Rohde et al (2008) assessed PHC services in 
selected LAMICs since the Alma-Ata declaration and found that Eritrea and Malawi 
were the only countries in sub-Saharan Africa to record progress and overall 
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improvements in mortality and morbidity for selected conditions, globally. Cuba and 
Thailand were notable achievers against the same criteria. Countries that have 
succeeded in rolling out PHC services were noted to have accountable leadership, 
social development and good governance, consistent investment in health, integrated 
service delivery, community and family empowerment and removing barriers to 
access for the poor (Rohde et al., 2008). Recent publications by the Kenyan 
government and WHO have stated that Kenya has a robust PHC system. Some 
notable achievements of the PHC system in Kenya have been in reducing 
communicable diseases such as tuberculosis, decreasing the infant mortality rate, 
increasing the number of immunized children under five years and increasing family 
planning services. These have culminated in  corresponding decrease in birth rates, 
eradication of polio, sleeping sickness and improvements in the number of children 
living with malnutrition (Government of Kenya, 2012a, 2015b; WHO, 2009c). This 
research aimed to explore the potential role PHC can contribute to improve access to 
mental health services and mental health care in Kenya. 
 
Challenges for mental health care in LAMICs 
Publications by WHO indicate that the disease burden related to mental 
disorders is as high in LAMICs as it is in Western countries (WHO, 2003, 2008b, 
2009d), however, a vast discrepancy exists between resources dedicated to mental 
health services in LAMICs compared to Western countries. The World Health 
Organisation estimates that some countries have no mental health budget, and of the 
62% that have, expenditure on mental health services amounts to less than 1% of the 
health budget. A WHO survey data reported in the Mental Health Atlas indicate that 
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mental health services remain at the periphery of health care planning in most 
countries, but the problem is worse in LAMICs where the need is often greatest 
(WHO, 2005a). 
Mental health services in many LAMICs continue to be largely 
institutionalised care, based in large psychiatric hospitals mostly built in the 19th and 
early 20th Centuries (Goldberg, 2000). While some Western countries have seen a 
shift from institutional care to community-based mental health services, this change 
has been very slow or has rarely happened in most LAMICs (Pereira, Andrew, 
Pednekar, Kirkwood, & Patel, 2011; Sokhela & Uys, 1999). Kenya has a mainly 
medical model of mental health care with most of the resources concentrated at the 
600 bed Mathari psychiatric hospital in Nairobi, far from where the majority of 
Kenyans live (Jenkins et al., 2012a; Ndetei et al., 2009). Table 2.2 illustrates the 
disparity in mental health resources between Australia, a high-income country and 
Kenya, a LAMIC. Data from the World Mental Health Atlas of WHO, The World 
Bank, the Australian Bureau of Statistics (ABS), the Australian Institute of Health 
and Welfare (AIHW) and the Ministry of Health Kenya (MOH-Kenya) is used to 
demonstrate and contrast mental health resources and expenditure for Australia and 
Kenya. This data covers the period 2012 to 2014. 
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Table 2.2  Comparison of Kenya and Australian Health Systems 
 Kenya Australia 
Population  approx.43 
million 
approx.23 
million 
Percentage of population under the age of 18 49% 22% 
 
Life expectancy at birth (males/females) 54/56 79/84 
 
Estimated disease burden related to mental 
disorders 
 
5.7% 29.4% 
Number of psychiatric beds 1114 6219 
 
Number of psychiatric (mental health) nurses / 
Total number of nurses 
500/39,280 
 
14960/276,751 
 
 
Number of psychiatrists / Total number of Doctors 
 
75/7,129 
 
2745/72,739 
 
Number of psychologists <10 13440 
 
Gross Domestic Product (GDP) $33.62 billion $1.379 trillion 
 
Total expenditure on health per capita (international $) $32 $2113 
 
Total expenditure on health as a percentage of GDP 4.33% 8.51% 
 
Mental Health budget as a percentage of overall 
health budget 
<1% 7.64% 
Sources: World Health Organisation (WHO), Australian Institute of Health and Welfare 
(AIHW), The Ministry of Health (Kenya), The World Bank & Australian Bureau of Statistics 
(ABS) 
The information in Table 2.2 demonstrates the level of inequality between 
Australia and Kenya, where Kenya has almost twice the population of Australia, with 
a much larger proportion of its population under the age of 18 years, and yet has very 
few mental health treatment facilities and specialist mental health personnel. Kenya 
also spends comparatively less per capita on health, and the mental health budget as a 
proportion of the overall health budget is less than 1% (WHO, 2009d). This inequity 
is replicated in other areas of health. Kenya has ten times less doctors than Australia 
and the total number of doctors in Australia is almost twice the number of nurses in 
Kenya (Jenkins et al., 2010b; Statistics, 2009). This shortage is worse in the mental 
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health sector where Australia has 36 times more psychiatrists than Kenya (2745 
compared to 75) and 30 times more nurses (14,960 compared to 500).  Considering 
this disparity in available resources and expenditure on mental health services 
between Kenya and Australia, the two countries ought to have different models of 
mental health service structure that are more suited to the local conditions and 
available resources, however, this is not currently the case. Over the years, Kenya, 
like other LAMICs has strived to align its mental health services structure to those of 
Western countries like UK and Australia which are modeled on tertiary care, 
institutional care and resourced with mental health specialists (psychiatrists and 
psychiatric nurses). Current consensus as articulated by global health  advocates 
suggests that this is an expensive option for the level of mental health care demands 
and resources available in Kenya and similar LAMICs (Thornicroft, Tansella, & 
Law, 2008; Whiteford et al., 2013; WHO, 2009d). A key objective of this thesis was 
therefore to explore capacity-building models that would enable Kenya to achieve 
WHO recommended mental health care access standards consistent with its available 
resources. This study further explored mental health capacity-building models that 
would be suitable for implementation in the PHC settings in Kenya. 
 
The Mental Health Global Action Program (mhGAP) 
Over the years WHO has developed policy documents and global programs to 
respond to various health issues. Landmark WHO documents that guide global health 
policy include the Declaration of Alma-Ata on Primary Health Care (WHO & 
UNICEF, 1978), the Ottawa Charter for Health Promotion and the Rio Political 
Declaration on Social Determinants of Health (WHO, 2009f). While mental health 
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was acknowledged and accommodated in some of these documents, there was no 
policy guideline on mental health for LAMICs until 2001 when the Mental Health 
Global Action Program was launched (WHO, 2001, 2008b). 
Globally the mental health resources  available to deal with the increasing 
burden of mental, neurological and substance abuse illnesses are noted to be 
insufficient, inequitably distributed and inefficiently used (Saxena et al., 2007b). 
This leads to a treatment gap (defined as the proportion of people that require but 
unable to access mental health care) of between 50% to  85%, with the LAMICs 
most affected (Saxena et al., 2007b; WHO, 2008b). The Mental Health Global 
Action Program (mhGAP) project was launched by WHO in 2002 in recognition of 
the increasing burden of mental, neurological and substance abuse disorders (WHO, 
2008b). 
The aim of mhGAP project was to provide health planners, policy makers and 
development partners in LAMICs with a set of clear and coherent activities and 
programs for building capacity of mental health services. The mhGAP project is the 
accepted international blueprint for building capacity of mental health services 
especially in LAMICs (WHO, 2009d). The project lists essential prerequisite tasks 
key to successful capacity-building that include identification of a set of 
interventions and strategies for health service delivery, consideration of obstacles 
that hinder widespread implementation of selected interventions and options for 
dealing with those obstacles, and assessment of the total cost of capacity-building 
efforts (Saraceno et al., 2007; WHO, 2008b). 
The WHO identifies an adequate and appropriately trained workforce as 
essential capacity-building strategy for mental health services. WHO further suggests 
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that this can be achieved by developing and up skilling existing health personnel with 
requisite mental health care skills and knowledge (WHO, 2009b). Key actions in 
human resources development include appropriate pre-service and in-service training 
with curricula that are needs based and fit-for-purpose (Patel & Saxena, 2014). 
Additionally, improving access to information and knowledge resources, 
development of supportive supervision, development of simplified diagnostic tools, 
strengthening of health worker training curriculums and strategies to develop 
specialists to train, teach  and supervise the non-specialists (Patel, 2009; Petersen et 
al., 2011; WHO, 2009d). 
However, in a series of papers released by The Lancet Global Mental Health 
Group, Horton (2007) criticizes WHO for investing in reports and ‘fine words’ but 
very little in the resources for mental health services, especially in LAMICs where 
the need is greatest. Horton (2007) has suggested that international organisations, 
NGOs and philanthropists have had narrow focus on some disease conditions such as 
HIV/AIDS but not mental illness. This has meant that the burden related to mental 
illness, especially in LAMICs, has continued to increase (Horton, 2007). 
Horton (2007) and Saxena et al (2007) reached similar conclusions in their 
assessment of the state of mental health services in LAMICs, in that resources for 
mental health are inadequate, insufficient and inequitably distributed. According to 
Horton and Saxena there exists sufficient evidence on how to scale up mental health 
services. There are vital lessons to be learnt from past successes and failures such as 
for political leadership, priority setting, decentralizing mental health services, 
integrating mental health into PHC, increasing workers trained in mental health and 
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strengthening public health perspectives in mental health (Horton, 2007; Saxena et 
al., 2007b). 
Any call to action on improving mental health care in LAMICs demand a 
clear set of indicators to measure progress at country level (Saxena, Thornicroft, 
Knapp & Whiteford, 2007). Saxena et al (2007) highlight key challenges for mental 
health service provision in LAMICs including, systematic lack of policies, mental 
health infrastructure, human, community and financial resources. The World Health 
Organisation’s mhGAP project has identified the range of resources available for use 
by people living in these settings to be scarce, inequitable or inefficiently used 
(WHO, 2008b), and these challenges are compounded by stigma, poverty and 
discrimination. The culmination of these challenges is a treatment gap of  up to 85% 
of people with a mental illness who are unable to access appropriate mental health 
care (Saxena et al., 2007b). The authors suggest that, there is a big discordance 
between burden from mental health disorders and budget allocated to service this 
burden in LAMICs. Saxena et al (2007b) cite evidence that demonstrate high 
prevalence of mental health disorders in LAMICs and argue that this burden cannot 
be efficiently offset by out of pocket expenses, as is the case currently in Kenya 
where health cost sharing arrangements exist because the majority of the people 
needing care are poor. The World Bank defines poverty in absolute terms to refer to 
people who live on less than International or US $ 1.25 per day (Lowry & 
Schüklenk, 2009). Although the data used by Saxena et al (2007b) was mostly 
selective and obtained from countries where statistics are currently available, it 
provides a clearer picture of existing inequalities in access of mental health services 
in LAMICs. 
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One of the key outcomes of the mhGAP project is the development of the 
WHO-AIMS, currently referred to as WHO-AIMS version 2.2.(WHO, 2009d). In 
order to assess key components of country mental health systems with the key 
objective of providing information required to plan and strengthen action, WHO 
developed WHO-AIMS 2.2. The WHO-AIMS 2.2 is the recommended tool for 
countries within the mhGAP project that has been endorsed by WHO governing 
bodies to improve mental health systems in LAMICs (WHO, 2008b). WHO-AIMS 
2.2 is divided into six key domains, 28 facets and 156 items. The six domains are 
conceptually interlinked and aim to address the 10 recommendations made following 
publication of the World Health Report in 2001(WHO, 2009d).  
The six domains are: 
Domain 1: Policy and legislative framework 
Domain 2: Mental health services 
Domain 3: Mental health in primary care 
Domain 4: Human resources 
Domain 5: Public education and links with other sectors 
Domain 6: Monitoring and research 
          
The WHO-AIMS tool can be used to assess country or regional mental health 
systems or certain domains and to assess targeted parts of the mental health system 
including human resources or policies and legislation. This comprehensive tool was 
developed for use in LAMICs and is freely available from the WHO. Although the 
tool has a bias towards the medical model of mental health service delivery, it has 
been used successfully in countries such as Uganda, Ghana and South Africa. The 
results from the surveys have been useful in driving policy change and advocating 
for increased resource allocation for mental health services in these countries. The 
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WHO-AIMS 2.2 domains can be adapted to suit local context with permission from 
WHO. The WHO-AIMS 2.2 was used in Kenya for the first time outside the trial 
period in the current study. 
 
Integrating mental health services in PHC settings 
It has been widely acknowledged that disease burden related to mental health 
disorders in LAMICs is on the increase and current approaches to care based on 
specialist mental health care in institutions are unsustainable for population level 
impacts (Murray et al., 2011). A report published by WHO and the World 
Organisation of Family Doctors (WONCA) in 2008 argues for a more prominent role 
for health care workers in PHC settings in the provision of mental health services 
(WHO, 2008a). The report acknowledges the role and importance of specialist 
mental health workers, including psychiatrists and psychiatric nurses, but suggests 
that current concentration of resources on tertiary mental health services is 
counterproductive to physical and mental health (WHO, 2008a). The report 
concludes with a strong recommendation for integration of mental health services 
into PHC settings. 
Integration of mental health services into PHC settings refers to an approach 
where elements of mental health assessment, treatment and follow-up are included in 
the PHC package and implemented by health workers at the PHC level (Jenkins et 
al., 2010b). Advantages of integrated services include reduction of stigma for the 
mentally ill because PHC services are not associated with any given disorder, 
improved access to mental health care, reduced chronicity and enhanced social 
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integration for affected individuals and families, and improved capacity for mental 
health care at PHC level for health care workers involved (WHO, 2008a). 
Thornicroft et al (2012) and Saxena et al (2011) identify some key strategies 
for integration to be strengthening existing networks as opposed to creating new 
ones, devolving funds from tertiary to PHC setting to facilitate integration and 
increase the resource base, and training PHC health workers to ensure they have the 
necessary mental health knowledge and skills. Integration efforts are only sustainable 
with adequate supervision and support of PHC level health workers, ensuring 
medicines and appropriate therapies are available and enhancing inter-sectoral 
collaboration (Saxena et al., 2011; Thornicroft et al., 2012).  
A series of best practice case studies on integration of mental health care 
practices in PHC settings are cited in WHO-WONCA (2008) report to demonstrate 
how successful integration could occur in resource poor environments. While this 
report is a general description of how integration of mental health services into PHC 
can be achieved, it highlights the need for pre-service and in-service training when 
engaging in capacity-building for mental health care in PHC settings. Important 
models on what the future integrated health service should look like are provided in 
the report along with important background information and good best-practice 
examples from LAMICs comparable to Kenya. 
Information on the state of mental health services in LAMICs is scarce, the 
Global Ministerial Forum on Research for Health (2008) published a 
recommendation that required LAMICs to have an increasing role in setting mental 
health research priorities. The burden related to neuropsychiatric disorders is set to 
increase from current rates of 13% to 14.6% by 2020 and people living in LAMICs 
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will be most impacted because of lack of capacity to manage this burden 
(Khandelwal et al., 2010). There are few studies that examine knowledge, attitude 
and skill changes among health workers in PHC settings who have undergone 
training in mental health care especially in LAMICs (Pereira et al., 2011). Below is a 
brief discussion and summary of case studies reported from LAMICs in literature 
that serve to demonstrate some difficulties in delivering mental health services in 
these settings similar to Kenya. 
 
Case Studies 
Uganda 
A survey of the Ugandan public sector mental health policy, legislation, 
resources, services and utilization rates was conducted using the WHO-AIMS tool 
version 2.2 and published  by the Mental Health and Poverty Project in Uganda 
(Ssebunnya et al., 2010). The results highlighted some progress in the structure of 
mental health services in Uganda, including decentralization and integration of 
mental health services into PHC, financing and human resources. The authors found 
the mental health legislation in Uganda to be outdated and in some instances 
offensive with no regard for rights of people with a mental illness. The survey 
primarily targeted institutions or individuals who could provide aggregated data on 
aspects of the mental health system (Ssebunnya et al., 2010). A notable weakness of 
this project was the researchers’ reliance on only aggregated data in a setting where 
this type of information is not available or very seldom collected (Saxena et al., 
2007). 
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South Africa 
Sokhela and Uys (1999) report on research in Umtata in Eastern Cape 
Province of South Africa. Twenty six nurses were selected for the study and 
provided with training on assessing, diagnosing and treating common psychiatric 
conditions in PHC settings in Umtata (Sokhela & Uys, 1999). The results showed 
that 63% of the nurses could accurately diagnose and prescribe correct treatment for 
the psychiatric conditions they came across in their health service during the period 
of the study (Sokhela & Uys, 1999). Other valuable observation of the study was the 
marked shift in participant attitudes towards mental health care and people with a 
mental illness, as evidenced by their increased motivation and enhanced care of 
consumers after the training. Results from this project are important because of 
paucity of information in this area. 
The choice of consumers, clinics and participants in this project appear to have been 
mostly convenient, and this negates generalizability of the results to similar settings 
within South Africa or other developing countries. There are few studies that 
examine knowledge, attitude and skill changes among nurses working in PHC 
settings who have undergone mental health care training.  The results of this study 
are important because of paucity of information in this area. 
Kenya 
Jenkins et al (2010) report on a capacity-building program developed in 
collaboration between key stakeholders in Kenya and the Nuffield Trust (UK). The 
main objective was to provide health care workers in PHC settings with essential 
knowledge content for mental and neurological disorders and skills of 
communication, assessment and management in form of a Continuing Development 
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Program (CPD) (Jenkins et al., 2010b). A total of 1866 staff were trained between 
2006 and 2010. The participants were mainly clinical officers, nurses, psychiatrists, 
district public health nurses and others (community health workers and community 
health extension workers). While no formal evaluation was reported, participant 
feedback in form of summary of their sentiments as reported by the authors was 
overwhelmingly positive. A randomized control trial (RCT) is planned to test and 
quantify the effect of the program among the trained health workers. This is an 
important training program that will strengthen the capacity of health workers in 
PHC settings in Kenya, the authors acknowledge that sustainability is a major 
challenge because the program was mainly externally funded (Jenkins et al., 2010b). 
Funding for mental health services remains very low in Kenya to sustain such 
programs (Kiima & Jenkins, 2010a). A major criticism for this research is that it does 
not provide sufficient detail on the curriculum content, or indicate how the course 
was adapted to different professional categories involved. It is also not clear from the 
reported results whether participation in the course enhanced the participants’ mental 
health clinical knowledge or skills in any way, although there are plans to conduct an 
RCT to test the efficacy of the training program. Jenkins et al (2010) indicate that 
that their project has been replicated in Malawi, Ghana, Nigeria, Pakistani, Ecuador, 
Iraq, Oman and Yemen (Jenkins et al., 2010b). 
A key focus of this thesis was therefore to explore ways that integration of 
mental health care into PHC settings of Kenya can be enhanced though training of 
health workers at the PHC level. 
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Health Literacy and Mental Health Literacy  
 Health literacy is defined as the degree to which people have the capacity to 
obtain, process, and understand basic health information and services needed to make 
appropriate health decisions (Rudd, Anderson, Nath, & Oppenheimer, 2007). Speros 
(2005) has suggested that health literacy is a stronger predictor of health status than 
socio-economic status, age or health background. Health literacy can empower 
people to make lifestyle adjustments that in turn improve their health outcomes 
(Speros, 2005). Health literacy is a relatively new concept in health care, and the 
assessment of which is yet to be embedded in current health practice and culture. 
Similarly, there have been no consensus on the correct instruments that can be used 
for accurate measurement of health literacy (Duell, Wright, Renzaho, & 
Bhattacharya, 2015). An even more recent component of health literacy is mental 
health literacy. 
Jorm et al (2006) define mental health literacy (MHL) as knowledge and 
beliefs about mental disorders which aid their recognition, management and 
prevention. Mental health literacy includes the ability to recognize specific disorders; 
knowing how to seek mental health information; knowledge of risk factors and 
causes; self-treatments and professional health available, and attitudes that promote 
recognition and appropriate help seeking. An important precursor for MHL is health 
literacy (Ganasen et al., 2008). 
Health literacy has been defined as the functional ability related to basic 
literacy skills and how they enable people to access and use health information 
(Bourget Management Consulting, 2007). Health literacy is acknowledged as a key 
determinant of population health. Speros (2005) provides an analysis of the concept 
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health literacy with the sole aim of clarifying the its meaning, reducing ambiguities 
and promoting consistency of its use in nursing dialogue and research (Speros, 
2005). Speros identified reading and numeracy skills, comprehension and the 
capacity to use health information in health care decision-making as key attributes of 
health literacy. She concluded that health literacy can lead to improved self-reported 
health status, lower health care costs, increased health knowledge, shorter 
hospitalisations and reduction in the use of health services (Speros, 2005). The 
World Health Organisation defines health literacy as representing the cognitive and 
social skills which determine the motivation and ability of individuals to gain access 
to; understand and use information in ways that promote and maintain good health.  
Health literacy is viewed as an outcome of health promotion and has both personal 
benefits including advanced cognitive skills of critical thinking, analysis and decision 
making and problem solving in a related health context (WHO, 2009b). Spero’s 
paper is important in positioning pre-MHL discussions since health literacy is a pre-
cursor to MHL. The paper identifies important health literacy concepts such as 
attributes for health literacy, antecedents for health literacy and consequences of 
health literacy, which  are key considerations to understanding MHL (Speros, 2005). 
The following MHL case studies were selected on the basis of similarity of context 
with Kenya. Insights from these studies were used in planning and implementing the 
MHL survey for Phases II and III in this research. 
Case study examples 
South Africa 
In a study in South Africa, nurses and community health care workers were 
given vignettes with various mental health disorders and were required to identify 
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possible causes and treatments. Most participants considered the disorders as health 
related rather than having a medical aetiology and recommended ‘talking it over’ as 
treatment as opposed to seeking medical help (Ganasen et al., 2008). 
Nigeria 
A study undertaken in a rural village in Nigeria explored the knowledge, 
attitudes and beliefs of lay people about causation, manifestation and treatment of 
mental illness. The respondents believed mental illness to be caused by drug abuse, 
the will of God or spirit possession. A number of respondents (34%) preferred 
spiritual healing compared to medical treatment (Makanjuola, Doku, Jenkins, & 
Gureje, 2012). 
Ethiopia & Malaysia 
Studies undertaken in Ethiopia and Malaysia showed that families and 
consumers that believed in supernatural causes of mental illness were less likely to 
seek medical treatment and often consulted traditional healers. In addition if treated 
in hospitals they were less likely to comply with medications (Alem, Jacobsson, 
Araya, Kebede, & Kullgren, 1999; Ganasen et al., 2008). 
Pakistan 
A study of 139 medical officers and faith healers undertaken in Pakistan, 
where faith healers are not only the preferred but also the only available mental 
health care providers in some areas, found little agreement between classifications 
used by faith healers and DSM-111R diagnoses.  Similarly, treatment methods 
differed between faith healers and medical practitioners, with the former mainly 
based on supernatural techniques and procedures (Suhail, 2005).  
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This thesis therefore aimed to evaluate current mental health literacy levels of 
health workers in PHC settings in Kenya and use the results to determine appropriate 
capacity-building strategies. 
 
Mental illness in Kenya: prevalence and challenges to care 
Jenkins et al (2012) conducted a population-based epidemiological survey of 
the prevalence of mental illness in 2% of adults living in Maseno, a rural town in 
Kisumu District of Nyanza province in Kenya. While the surveys main aim was to 
determine the prevalence of common mental health disorders (CMHD) in the target 
population, data was also collected on demography, social economic factors and use 
of alcohol, drugs and tobacco. The survey utilized the Clinical Interview Schedule – 
Revised (CIS-R) which was designed to measure psychopathology in community 
settings. Common mental health disorders for the survey were derived from ICD 10 
and they included mixed anxiety depression, panic disorder, generalized anxiety 
disorder and depressive episodes (Jenkins et al., 2012b). The survey reported 10.8% 
point prevalence for CMHDs in Maseno with no gender difference (Jenkins et al., 
2012b).These results are consistent with those reported by Ndetei et al (2007) and 
Kiima and Jenkins (2010), where overall neuropsychiatric prevalence rates for Kenya 
were reported at 11%. Kiima and Jenkin’s study is important because there is limited 
research reporting on prevalence of mental illness in Kenya and it is one of the few 
undertaken in sub-Saharan Africa (WHO, 2009d). The reported high prevalence rate 
for CMHDs in Kenya is of concern given the scarce mental health resources 
especially in rural areas, which are poorly serviced by existing mental health 
services. Kiima and Jenkins’ survey results suggest that CMHDs are a significant 
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public health burden in Kenya and should receive significant attention at the policy 
level than is currently the case. Although the response rate was 87.6% the authors 
attributed practical difficulties of supervising data collection in the rural Kenyan 
environment with limited resources leading to loss of data. 
 
Mental health services in Kenya 
Kenyan health policies have changed severally since pre-independence in 
1960. Muga and Jenkins (2010) reported on the evolution of health policy in Kenya 
from 1965 to 1997, their study involved qualitative analysis of policy documents, 
and interviews with key stakeholders in the mental health sector. Their findings 
indicated that generally, the Kenyan health care policies have evolved through a 
number of stages, from a mainly Medical Model in the 1960s and early 1970s, to a 
PHC Model in the late 1970s and 1980s and then a Market Model of health care in 
the 1990s (Muga & Jenkins, 2010). The above changes can be attributed to Kenya’s 
political aspirations to provide adequate care to its people and its changing economic 
fortunes both globally and locally. At independence in 1963, Kenya embarked on a 
modernization program including reforms of the health sector. The thinking at the 
time was that the government could meet its citizen’s needs through a sophisticated 
highly specialized health service. As a result a number of large hospitals were built in 
Nairobi and the provinces (Chuma & Okungu, 2011). During the1970s and early 
1980s, Kenya experienced economic decline and it became apparent that it could not 
adequately meet the health needs of its people. This was juxtaposed against a time 
when the country was experiencing the highest population growth rate in the world at 
4.1% per year (Muga & Jenkins, 2010). Therefore when the PHC model was 
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proclaimed as the correct approach to ensure access to basic mental health care in 
LAMICs by the WHO in 1978, Kenya embraced it (Rakuom, 2010).  
Despite Kenya adopting the PHC model in 1978 it had no mental health 
policy even though mental health is one of the elements in the PHC Model (Muga & 
Jenkins, 2010). During the 1980s, Kenya’s economy declined further and donor aid 
to Kenya was suspended due to corrupt practices of the sitting government (Chuma 
& Okungu, 2011). The World Bank introduced Structural Adjustment Programs 
(SAPS) and by adopting these SAPS, the government was forced to engage in fiscal 
reforms including implementing a market model for health care, where health was 
commoditized and cost-sharing arrangements were introduced in all public health 
facilities. This meant that consumers were required to pay up to 25% of the cost of a 
unit of service in public health facilities (WHO, 2009b).  
Kenya adopted its first Mental Health Act in 1989 which was enacted in 
1991(Muga & Jenkins, 2008a). Mental health services were decentralized to the 
district level (Muga & Jenkins, 2010) with the aim of reaching more people in rural 
and remote areas. The current market model of healthcare in Kenya may not serve 
the interests of people with mental illness who are mostly unemployed and possibly 
do not see the need to engage with mental health services. Muga and Jenkins (2010) 
reflect on the dangers of the market model to mental health service users in the 
following quote; “ How do you make someone pay to receive compulsory treatment 
by service providers he does not trust for a condition he does not believe he suffers 
from which bothers other people rather than himself?”(Muga & Jenkins, 2010, p. 5). 
Mental health services in Kenya are mainly government funded with a few 
privately funded programs and facilities (Kiima, Njenga, Okonji, & Kigamwa, 
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2004a). In 1991, Kenya enacted a Mental Health Act that made provision for 
voluntary and involuntary treatment of people with mental illness. The Kenya Mental 
Health Program initiated in 1996 was aimed at restructuring the way mental health 
services were provided. This was to be achieved by integrating the service into 
generalist health care services and the establishment of community mental health 
services (WHO, 2005a).  
Efforts to restructure mental health services in Kenya have been hampered by 
financial and human resource problems (Ndetei et al., 2007a). The treasury reforms 
of 2008 decentralised budgets from the Ministry of Health to local district councils, 
to improve efficiency in public expenditure and ensure better service for people 
living in rural areas (Kiima & Jenkins, 2010a). The mental health budget remains 
very low as a proportion of overall health budget in Kenya (WHO, 2009b): Kenya 
spends only 0.01% of its health budget (estimated at US$63) on mental health 
services (WHO, 2005a). A great deal of work remains to be undertaken at the policy 
level to make restructuring of mental health services meaningful. Lack of open 
discussion about mental illness and the inability of public figures and politicians to 
advocate on behalf of people with mental illness relegates mental health services to a 
lower budget priority and makes it difficult to improve these services. The majority 
of Kenyans continue to rely on their savings to meet their health needs, with only 4.8 
% of Kenyans having access to health insurance (WHO, 2005a). Current health 
insurance policies do not provide coverage for mental health disorders, which means 
that people with mental illness or their families have to either fully fund their 
treatment and care except in emergency situations. During an emergency, health care 
can be accessed free of charge but only in public hospitals (Kimalu et al., 2004; 
WHO, 2005a). 
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Human resources for health in Kenya and the issue of ‘brain drain’ 
The term ‘Matthew effect’ was coined by Robert Merton to describe the situation 
where reputable scientists receive more credit than unknown scientists for 
comparable research (Merton, 1968). The term is derived from a bible passage in the 
book of Matthew 25:29 which states; “For whoever has, will be given more, and they 
will have an abundance. Whoever does not have, even what they have will be taken 
from them”  (Merton, 1968, p. 606). Related to this analogy is the trend where 
countries with more advanced health systems and resources continue to use and even 
rely on health professionals from LAMICs.  
In a study of Kenyan human resources for health, Rakuom (2010) noted that 
migration to high income countries was higher among better educated and more 
experienced Kenyan nurses. Similar trends were also reported in the West Indies 
where in Jamaica22% of the nursing workforce was lost to migration; 20% in 
Trinidad and Tobago and 15% in Barbados (Rakuom, 2010). Similarly, Patel (2009) 
relates the plight of psychiatrist shortage in India, where there are only 3000 
psychiatrists for a population of one billion compared to Britain with 5000 
psychiatrists for a population of 60 million. A large proportion of psychiatrists 
practicing in Britain originate from India and other LAMICs (Patel, 2009).  
The brain drain in Africa has had deleterious effects on its healthcare system. 
In South Africa, a spinal injury centre was closed down after the loss of the only two 
anesthetists to overseas recruitment agencies (Potter & Brough, 2004). Maternal and 
child health services in Malawi ground to a halt due to massive migration of their 
nurses to the UK (Mwabu, 2004). Ndetei et al (2007) reported that the Kenyan 
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psychiatry workforce has been highly impacted by brain drain, and noted that up to 
one-third of Kenyan trained psychiatrists now work in high-income countries. 
Nthlale and Duma (2012) examined the strengths and limitations of the migrant 
nursing workforce in Lesotho. Their study found that while migrant nurses benefitted 
by travel opportunities, improved career prospects and remuneration, these were 
outweighed by family neglect, cultural conflict, and potential for exploitation (Ntlale 
& Duma, 2011). They concluded that migration of nurses from low to high income 
settings can precipitate collapse of entire country health systems in LAMICs (Ntlale 
& Duma, 2011). 
 
Research problem, study rationale and aims following literature 
review 
This review of literature has presented an overview of the current capacity of 
mental health care in Kenya with a focus on the extent to which health workers in 
PHC settings in Kenya are equipped to participate in mental health care. Research by 
Ndetei et al (2007), Jenkins et al (2010), Kiima and Jenkins (2010) and Khasakhala 
et al (2008) indicate that mental health services in Kenya are inadequate, inequitable 
and resources are inefficiently used. Their research reveal that mental healthcare in 
Kenya is still institutional based with little attention paid to PHC settings, where 
majority of people with mental illness present for treatment and care.  
The World Health Organisation launched the mhGAP with a view to 
addressing the treatment gap and building capacity for mental health care in LAMICs 
such as Kenya (WHO, 2008b). Nurses constitute the majority of health workers in 
Kenya and nurses working in PHC settings in Kenya have been noted to have limited 
96 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
knowledge, skills and attitudes required to offer effective mental health nursing care 
to their consumers (Jenkins et al., 2010b; Muga & Jenkins, 2008b). A key strategy 
advocated by the WHO through mhGAP for effective scaling up of mental health 
services in LAMICs such as Kenya is ‘task shifting’. This involves equipping nurses 
and community health workers at the PHC level with the necessary knowledge, skills 
and attitudes required to effectively assess and plan care for people with mental 
illness (Saxena et al., 2007b). 
Study rationale 
People with mental illness in Kenya have poor access to mental health 
services, especially in regional and rural areas (Jenkins et al., 2012b). The lack of 
financial resources directed to mental health service provision, and the lack of access 
to a specialized mental health workforce in PHC settings in Kenya contributes to the 
population’s difficulties in accessing appropriate mental health care (Kiima, 2008; 
Ndetei et al., 2007a; Saxena et al., 2007b; WHO, 2008b). The burdens associated 
with mental disorders are well documented and significant (Bourget Management 
Consulting, 2007; Kiima, 2008; WHO, 2009d), yet there is little being done in Kenya 
at present to address the increasing mental health needs of the population (Jenkins et 
al., 2012b). This study used a Cosmopolitanism and Capabilities Approach 
conceptual approach to identify current gaps in mental health service provision in 
PHC settings in Kenya, assess levels of MHL in the primary health workforce, and 
through this investigation produce findings that can be used to inform service 
reforms, education, practice and research. A central goal of this thesis therefore was 
to engage with the Kenyan primary health workforce through research, with a view 
to identifying how best to support them in gaining the requisite knowledge and skills 
to increase their capacity to provide mental health care for people living in 
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communities which they serve.  The central assumption and rationale underpinning 
the study was that improving the capacity (mental health skills, knowledge and 
attitudes) of PHC workers to assess and manage mental health disorders will lead to 
improved community access to basic mental health care in Kenya.  
Study Aims  
The broad aim of this thesis was to identify the gaps in mental health service 
delivery in Kenyan PHC settings, including gaps in health workforce MHL levels, 
with the overall goal of producing findings to inform mental health capacity-building 
strategies designed to improve consumer access to basic mental health care. The 
specific aims of the study were as follows:  
1. To examine current Kenyan mental health policies and existing mental 
health service structures to determine the extent to which they fulfill mhGAP 
(WHO, 2008b) criteria for adequate mental health care;  
2. To measure the MHL levels of the Kenyan PHC workforce; and   
3. To develop a MHL capacity-building program for PHC workers and pilot 
test it in one district of Kenya.  
 
Literature review summary and map 
Creswell (2014) proposes the use of a literature map as a useful tool to inform 
the reader how the proposed study adds to, extends or replicates research that is 
already completed in their area of interest. A literature map should present a clear 
visual summary, often in a hierarchical structure with clear signposting of the key 
concepts in the field and ending at the bottom with the proposed study or questions to 
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be researched (Cresswell, 2014). Figure 2.3 illustrates a summary of key categories 
of this literature review, including the key studies analysed in the review, summary 
findings and ensuing research questions. 
 
Figure 2.3  Literature review summary and map 
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Summary 
This review of relevant literature has first presented a global health context 
including current health funding mechanisms. Health and mental health governance 
at global level were discussed and their impact on healthcare delivery in LAMICs 
outlined. Analyses of current issues impacting on mental health care in LAMICs 
including the role of politics, economics and migration were discussed. Global health 
initiatives aimed at improving mental health care in LAMICs are discussed, these 
include the WHO Mental Health Global Action Program (mhGAP) and Primary 
Health Care (PHC), examples of interventions and evaluation reports were provided. 
The role of PHC as a major vehicle for mental health care in LAMICs and Kenya 
were also discussed. 
As this study focuses on Kenya, explanatory models for health, illness and mental 
distress among Kenyan people are related to contextualize current attitudes to people 
affected by mental health disorders and mental health care access patterns. Historical 
and modern healthcare landscape, and care models for Kenya were discussed to 
enable understanding of current challenges and opportunities for mental health care. 
The chapter concludes with a literature review map that shows key authors and 
studies accessed, gaps in mental health care identified for Kenya and possible 
research questions that arise. Chapter 3 will focus on the conceptual frameworks that 
were utilized to guide the study design and methodology of this research.  
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Chapter 3: Conceptual Frameworks 
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Introduction 
Theoretical and  philosophical frameworks in social and scientific research 
are often employed to  guide formulation of the research question, operationalisation 
of research and interpretation of research findings (Creswell, 2008). Trochim and 
Donnelly (2006) in their manual ‘The Research Methods Knowledge Base’ suggest 
theory and observation as the two realms of research, with theory being what goes on 
inside the mind of the researcher, while observation is the actual measuring of the 
phenomenon being studied. Philosophical ideas are often implicit in research, and 
Creswell (2014) suggests that these should be made more explicit including 
identification of the actual theoretical approach, a definition of its basic ideas and an 
explanation of how the theory shapes the framing of the research process itself. A 
conceptual framework is useful to the researcher in connecting them with existing 
knowledge and moving them from mere description of phenomenon to deeper 
exploration in particular when attempting to answer the questions of ‘why’ and 
‘how’ (Trochim & Donnelly, 2001). 
The first part of this chapter examines the role of theory in research, whilst  
the second part is divided into three main sub-sections; the first focuses on 
Cosmopolitanism, the second explores the Capability Approach (CA) and the third 
outlines a synthesis of Cosmopolitanism and CA to inform mental health research for 
Kenya. The chapter also provides evidence of health care programs and countries in 
LAMICs that have utilized the two theoretical frameworks.  A critique of both 
Cosmopolitanism and Capability Approach is included.  
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Cosmopolitanism, a critical social theory, was identified as an appropriate 
over-arching conceptual and philosophical framework to guide this research. The 
specific conceptual framework underpinning this research is Sens’ (1993) Capability 
Approach (or Capabilities Approach), a middle-range theory used by a wide range of 
disciplines as a framework for applied and empirical research investigating social 
conditions such as poverty, inequality, justice and human development (Sen, 2005). 
The Capability Approach has been used successfully in a wide range of studies 
related to human development conducted in low income countries (Robeyns, 2011). 
This chapter presents a discussion on Cosmopolitanism and the Capability Approach, 
the conceptual and frameworks underpinning this study. The key concepts of 
Cosmopolitanism and Capability Approach are defined, and the historical origins of 
the two theories are explained. Studies undertaken in low-income countries where 
the two theories have been utilised are appraised and discussed in relation to their 
application and relevance to this study. The discussion also explores the concept of 
capacity-building, in particular the application of Cosmopolitanism and Capability 
approach to this project, in which the central aim is improving the capacity of 
Kenyan primary health services to provide basic mental health care for their 
communities. 
 
The role of theory in research 
Writing about the need for theoretical frameworks in applied research, Green 
and Thorogood (2013) suggest that the types of research questions and the way they 
are explored is often based on theoretical assumptions about how the world works, 
how illness and behaviour or doctor-consumer interactions are organised. The 
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authors further identify a number of theories available to researchers, two of the 
theories they discuss are of significance to this study, the macro theory and the 
middle-range theory (Green & Thorogood, 2013). Macro theory entails particular 
assumptions about the way the world is and how people behave within it, worldview 
is a necessary dimension to framing social enquiry (Cresswell, 2014; Green & 
Thorogood, 2013). Cosmopolitanism which is employed in this study as the macro 
social theory to account for Kenya’s socio-cultural worldview and to frame the 
research questions, allows for a comprehensive examination of complex contextual 
factors impacting on mental health services structure and delivery in Kenya. Middle-
range theories help to link concepts together and to generate research questions 
(Glanz & Rimer, 2005; Green & Thorogood, 2013). Capabilities Approach was 
identified as the suitable middle-range theory because it allows for detailed analysis 
of context including appraisal of existing strengths (known as capabilities) that can 
be leveraged in development work. 
Creswell (2014) identifies four philosophical and epistemological approaches 
frequently used in research, these include post positivist, constructivist, 
transformative and pragmatic. Table 3.1 shows a summary of the philosophical 
worldviews and their key elements. 
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Table 3.1 Philosophical and epistemological traditions and their key elements 
summarised from Creswell (2014) 
Philosophy Definition  Elements 
Post positivist  Often quantitative, deterministic approach in which 
causes determine outcomes, research focus is on 
assessing causes that lead to certain outcomes. 
Researcher begins with a theory, collects data that 
either supports or refutes the theory 
-Determination  
-Reductionism  
-Empirical observation 
and measurement 
-Theory verification  
 
Constructivist  A qualitative approach aimed at understanding the 
world, meanings are varied and multiple and 
researcher looks for complexity of views from 
participants. Often aimed at understanding historical 
and cultural norms of participants 
-Understanding  
-Multiple participant 
meanings  
-Social and historical 
construction 
-Theory generation 
 
Transformative  Research agenda goes beyond post positivist and 
constructivist worldview to propose an action agenda 
for reform. Issues such as empowerment, inequality, 
oppression, domination, suppression and alienation 
are important. Most suited for research among 
marginalised and post-colonial settings 
 
-Political  
-Power and justice 
oriented 
-Collaborative 
-Change oriented 
 
Pragmatic  The focus is on using all available approaches to 
understand the research phenomenon. Pluralistic 
approaches are used to derive knowledge. There is 
agreement that historical and political contexts are 
important but reality and laws of nature should not be 
questioned. Mixed methods are preferred. 
-Consequences of 
actions 
-Problem-centred 
-Pluralistic 
-Real-world practice 
oriented  
 
 
This research is closely aligned with the transformative approach (Creswell & 
Clark, 2007) which holds that research enquiry needs to be closely intertwined with 
politics, economy and the social agenda in order for it to be able to identify and 
address inequality, dis-empowerment, oppression, domination and alienation among 
marginalized, post-colonial and LAMICs like Kenya. The transformative approach 
allows for analysis of important contextual factors that are relevant to mental health 
care for Kenya, these include the colonial legacy and the internal tensions this has 
created within the country when bigger tribes dominate smaller tribes in political and 
public service appointments. The Western influence on the economy and health 
services has often led to Kenya adopting models it can hardly afford or sustain, and 
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for mental health care, abandoning community care and reliance on modern medicine 
and institutional care has proved expensive and unsustainable for Kenya. Using a 
transformative approach, this research will explore sustainable ways of enhancing 
access to mental health care in Kenya, this will include identifying collaborative 
strategies to strengthen the primary health care workforce. 
The terms ‘theoretical framework’, ‘conceptual framework’, and ‘conceptual 
model’ are generally used interchangeably to describe the philosophical 
underpinnings of research (Peterson & Bredow, 2009). The term conceptual 
frameworks will be used in this research to mean philosophical and theoretical. 
Conceptual or philosophical frameworks in social and scientific research guide 
formulation of the research question, operationalisation of research and interpretation 
of research findings (Creswell, 2008). Theory and observation are the two realms of 
research, with theory being what goes on inside the mind of the researcher, while 
observation is the measurement of the phenomenon being studied (Trochim & 
Donnelly, 2001). Creswell (2014) suggests that philosophical ideas are often hidden 
in research, and that they should be made explicit, including identification of the 
actual theoretical approach, a definition of its principles and an explanation of how 
the theoretical framework shapes the approach to research. A conceptual framework 
is useful to the researcher in connecting them with existing knowledge and moving 
them from mere description of phenomenon to answering the question of ‘why’ and 
‘how’ (Trochim & Donnelly, 2001). Clear understanding of ‘why’ current gaps to 
mental health access and care exist in Kenya is crucial, before proceeding to explain 
‘how’ to go about addressing these gaps. 
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Cosmopolitanism 
A number of studies have been undertaken in Kenyan on the prevalence of 
mental disorders (Jenkins et al., 2012b; Ndetei et al., 2009; Ngui et al., 2010) and 
resource scarcity (Kiima, 2015; Musyimi et al., 2017b). However, to date majority of 
people with mental illness in Kenya have poor access and many are destitute (Muga 
& Jenkins, 2010) (Appendix 2: Field photos of people with mental illness in Kenya). 
The injustice associated with poor access, discrimination and stigma for people with 
mental illness in Kenya justifies a philosophical approach such as Cosmopolitanism, 
because as a social theory, it facilitates appraisal of social, economic, and political 
context in Kenya.  
Cosmopolitanism is a macro theory, philosophy and worldview in which the 
central notion is a ‘conscious openness to the world and cultural differences’ (Skrbis, 
Woodward, & Bean, 2014, p. 117). In the context of an increasingly globalised world 
where actors transcend national boundaries, Cosmopolitanism provides a multi-
dimensional transformational approach that is inclusive of ‘the other’ and multiple 
cultural, political, and social perspectives (Axtmann, 2011). Cosmopolitanism is an 
optimal theoretical approach because it allows us to see the reality of current gaps in 
mental health care in LAMICs like Kenya in the context of historical, economic and 
geographical dimensions (Daniels, 2008). Using the Cosmopolitan lens enables an 
investigation that seeks to deepen understandings of the social systems, structures, 
and the interplay between the multiple actors that comprise the Kenyan health 
system, and mental health care that were discussed in detail in Chapter 2.  
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Delanty (2012) suggests that in the most general sense Cosmopolitanism is a 
‘transformative condition’ concerned with possibilities in the present. It is a 
‘condition’ of openness to the world that involves social transformation in light of 
encounter with the ‘other’ (Delanty, 2012). The essence of Cosmopolitanism takes 
place on a global scale with the world being  characterized and shaped by 
unprecedented levels of diverse types of mobility including the flows of capital, 
people, labour, information and objects (Skrbis et al., 2014). Mobility of people is 
positioned as an essential element of Cosmopolitanism in the literature; mobility 
creates a level of cosmopolitan openness that allows people to embrace different 
traditions, cultures and practices (Haller & Roudometof, 2010).  
The philosopher Diogenes the Cynic was the first person known to have 
described himself as ‘a cosmopolitan’ in the 4th Century BC. When asked from 
where he came, he answered that he was a ‘citizen of the world’ or ‘kosmopolites’ 
(van Hooft, 2012, p. 675). The word Cosmopolitan is derived from the Greek Kosmo 
polites (citizen of the world) (Strand, 2010).  A further meaning of the word kosmos 
is order. The classical Greek view of Cosmopolitanism is the understanding of the 
world as a well ordered whole. It is a model of an orderly system, embracing 
perfection, completeness and harmony (Strand, 2010). Delanty (2011) distinguishes 
four approaches to Cosmopolitanism including: (1) a political philosophy mainly 
related to issues such as world citizenship, global governance, global rights, global 
justice and global democracy; (2) post-national Cosmopolitanism that emphasizes 
plurality, diversity and embracing of difference. Others include, (3) transnational 
Cosmopolitanism that focuses on transnational processes, global cultural 
consumption patterns, lifestyles, identities and communication; and (4) a social 
sciences methodological approach to help address challenges of globalisation 
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(Delanty, 2011, p. 645). These very broad approaches are helpful to enhance 
understanding of contextual factors that have resulted in the current state of poor 
mental health access in Kenya. In the case of Kenya, more broadly, this can be 
related colonial history and European settlement, global trade, global health 
governance, and modern medical approaches to healthcare and potential conflict with 
traditional approaches. In just over 100 years after encounter with external 
influences, Kenya has experienced a range of changes, from rapid population growth, 
increased urbanization, and internal conflict to modern infrastructure, 
industrialization, education and healthcare (Maathai, 2011; Mutungi et al., 2008). 
These changes have led to an epidemiological transition including a rise in the 
incidence of mental disorders (Muga & Jenkins, 2010; Othieno, Okech, Omondi, & 
Makanyengo, 2001). Cosmopolitanism allows for a detailed contextual and historical 
analysis of Kenya to determine current hindrances to availability and access to 
mental health care.  
Another interpretation of Cosmopolitanism can be related to the relevance of 
upholding and improving human rights for people with mental health disorders. This 
interpretation was espoused by Immanuel Kant (Brown & Held, 2010), who 
suggested that the world had become increasingly interconnected to the point where 
human contact was unavoidable, and that violation of rights in one part of the world 
could be felt everywhere (Axtmann, 2011; Brown & Held, 2010). He further 
described this condition as ‘global interdependency’ (Brown & Held, 2010, p. 7), 
concluding that pursuing Cosmopolitanism secures mutual public right.  
The social transformation envisaged by Delanty, in terms of the order, 
perfection, completeness and harmony proposed by Strand (2010), require a level of 
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transnational collaboration only possible through a Cosmopolitan approach. The 
formation of the League of Nations at the Paris Peace Conference in 1919  after the 
end of World War 1 was an initial step towards world peace and thinking beyond the 
nation-state (Webster, 2012). The aims of the League of Nations were to promote 
international cooperation, peace and security (Webster, 2012). The United Nations 
(UN) replaced the League of Nations in 1946 and continued these aims. An 
important milestone for the UN came in 1948 with the Declaration of Human Rights 
(Luard, 1982), forming a transnational basis upon which mental health laws and 
regulations for mental health services can be developed. Unfortunately, the benefits 
have remained elusive for many, especially for those living in LAMICs like Kenya. 
 
Cosmopolitan identity as a catalyst for universal mental health access 
Kriegman (2006) coined the term ‘cosmopolitan identity’ to describe an 
increasing number of people who identify themselves as global citizens, espousing 
broad values and ideals such as a sustainable planetary society, human rights, 
freedom, democracy and environmental protection. People can take pride in their 
local regions, culture, ethnicity and religion while maintaining a healthy respect for 
other cultures in the context of appreciation of diversity of human achievement 
(Kriegman, 2006). In Kriegman’s analysis of Cosmopolitanism, todays’ global 
collective wealth and technological prowess can defeat the scourges of destitution, 
war, disease, crime and other problems that afflict society. The benefits of 
‘cosmopolitan identity’ envisaged by Kriegman have not benefitted people in 
LAMICs like Kenya, especially in relation to health and mental health access. There 
is a wide and increasing gap of people with mental health disorders who are not able 
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access appropriate treatments despite ample evidence of availability of effective 
treatments (Patel & Thornicroft, 2009; Saxena et al., 2007b). 
Bayram (2014) advanced on Kriegman’s work by exploring the reasons why 
people identify themselves as citizens of the world, or ‘Kosmopolites’. Bayram cites 
the  2005-2008 World Value Survey (Bayram, 2014) carried out in 57 countries, 
where over 30% of 65,269 respondents identified themselves as world citizens. 
Cosmopolitan allegiance is associated with cosmopolitan orientation, such as 
positive attitudes towards migrants and refugees, peaceful conflict resolution, 
multilateral democracy, international institutions, and a weak sense of nationalism 
(Bayram, 2014). Bayram (2014) concludes that self-transcendence, self-
enhancement, openness-to-change values and generalized trust lead to internalization 
of world citizenship, concepts of independence, diversity and change are reflected in 
openness values. Bayram’s concept of ‘Kosmopolites’ is vital in developing further 
understanding of the pull and push factors that have led many health and mental 
health professionals to seek work outside their countries, a phenomenon frequently 
referred to as ‘brain drain’ (Ndetei et al., 2007a), this is a major factor in poor mental 
health care in LAMICs. 
 
Kenya: a Sovereign and Cosmopolitan state 
Kenya emerged from colonialism as an independent state in 1963 (Morton, 
1998), since then, it has asserted itself both inside and outside the country to defend 
its sovereignty. Kenya has achieved this by suppressing internal dissent during 
clamour for democracy and from hostile neighbours like Somalia in recent times. 
While from time to time the nationalistic sentiments are hyped, Kenya is highly 
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dependent on international funding to run its economy and up to 49% of health 
services are privately run (Mutungi et al., 2008). 
Shaw in his Theory of the Global State (Shaw, 2000) identifies the key 
characteristics of a global state, which include global political power and legitimate 
force, global legal institutions including means of enforcement, global economic, 
environmental and social institutions, and a global ideological framework. 
Commenting on the lack of consistency in terminology used for Cosmopolitanism, 
Shaw (quoted in Albert, 2014) criticizes the lack of a consistent term or proper 
semantic to describe this ‘World State’, and notes that the term ‘international 
community’ is often used for lack of better term. Sznaider (2015) notes that societies 
will always create borders, but also asserts that borders are not containers, they are 
permeable. Cosmopolitanism embodies this permeability and sharing across national 
boundaries. Many authors (Sznaider, 2015; Tabak, 2015; Tae Lee, Lee, & Lee, 2014) 
have suggested that the United Nations and the Nations Charter evolved from a 
framework underlying a community of states that later developed into a global 
constitution. 
Brunkhorst’s notion of ‘Cosmopolitan Statehood’ is described as an 
organizing political authority with a complex interplay of different forms of social 
differentiation, global governance, which is not confined to the sovereign nation state 
(Shaw, 2000). In analyzing and comparing the nation state and the cosmopolitan 
state, Brunkhorst (quote in Albert 2014) poses the question of whether international 
institutions and various forms of global governance are derived from and subsidiary 
to the authority of the nation state; or whether they actually take over genuine 
functions of the nation state, in some low-income countries like Kenya and Liberia, 
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the latter may be said to the case. Sznaider concludes that Cosmopolitanism was born 
where the predictability of the past was coupled with unpredictability of the future 
(Sznaider, 2015).  
Cosmopolitanism versus nationalism 
The nation state and its symbols have been described as impediments to 
Cosmopolitanism (Haller & Roudometof, 2010).  Tabak (2015) distinguishes 
between nationalism and Cosmopolitanism. Nationalism is described as a doctrine, 
political principle or a form of behaviour that includes civic, ethnic, political, 
cultural, traditional or religious practices that give people a common identity. Tabak 
(2015) further states that nationalism breaks with the past by inventing traditions in 
order to stabilize historical continuity through grand narratives of the nation. 
Cosmopolitanism espouses globalism, universalism, internationalism, 
transnationalism and post-nationalism, and explicitly breaks with the past in order to 
overcome constraints of the national territory (Tabak, 2015). Cosmopolitanism is 
opposed to particularism or nationalism (Haller & Roudometof, 2010). The tussle 
between Cosmopolitanism and nationalism may be viewed as that between 
individual rights against national claims. Tabak concludes that different forms of 
nationalism and Cosmopolitanism occupy different positions in a continuum between 
particularism and universalism (Tabak, 2015). 
For LAMICs like Kenya, it is possible to embrace Cosmopolitanism as well 
as nationalism. This study explored aspects of current Western mental health 
practices in Kenya and its shortcomings, and also reviewed the role of traditional and 
faith healers in health care for people with mental health disorders. 
 
113 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Cosmopolitanism and modernisation 
There are instances where Western influences have not proved to be a good 
fit for some countries and regions. In the case of Asia, Zhang (2014) has described 
modernisation in Far East Asia as being characterized by ‘Western impact and 
Eastern response’, suggesting that current trends in democracy, economy, 
governance and even some cultural imperatives have been based on the Western 
nation-state model, and their way of life transplanted to other (less developed) parts 
of the world (Zhang, 2014). Liang Qichao, a Chinese philosopher is quoted by Zhang 
(2014) as suggesting that Cosmopolitanism is about the peace and happiness of 
mankind as a whole and must be the key aim and end of modernisation. Zhang 
proposes ‘creative adaptation’ as a more appropriate response to modernisation 
where the less developed country draws on cultural resources of their tradition 
instead of uncritical embrace of foreign concepts and practices. Qichao’s assertion is 
appropriate for mental health care in Kenya where strong community ethos lead to 
better care for people with mental disorders. Zhang’s ‘creative adaptation’ opens the 
way to the possibility of blending Western mental health care practices with 
traditional African practices to enhance mental health access and care. 
 
Cosmopolitanism and health 
At the core of current health care crisis in low-income countries like Kenya is 
lack of human resources for health in all categories including mental health, where 
the specialist mental health resources are very scarce or non-existent (Ndetei et al., 
2007a; Patel, 2003; Saxena et al., 2007b). Increasing globalisation has made it easier 
for labour to move from less developed settings to high income settings at the 
114 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
detriment of the former (Skeen, Lund, Kleintjes, & Flisher, 2010). Brock (2015) 
makes the case for migration and its impact on human resources in LAMICs, and 
suggests that one of the reasons for the high shortage of personnel is emigration of 
skilled workforce to developed countries. This ‘brain drain’ is damaging to 
healthcare systems in low-income countries, not just through the loss of trained 
workforce, but depletion of scarce resources through training of a skilled workforce 
they cannot retain. While inadequate remuneration and poor working conditions 
force workers to leave, there is active recruitment of trained workers from low-
income countries and without appropriate compensation to the countries of origin 
(Brock, 2015). Brock further suggests upholding best practice codes on recruitment 
with the aim of ensuring labour movements work well for all stakeholders. 
Ultimately, solutions that aim to address this imbalance need to be just as global, and 
Cosmopolitanism provides a possible structure to address this. 
Franco-Giraldo (2016) reflects on the importance of several aspects of world 
geo-politics and economic globalization that impose constraints on world health, 
suggesting that it is global philosophical and political currents such as 
Cosmopolitanism that allow for better interpretation of current world contexts. The 
author suggests that structurally, the foundations of global health can be presented in 
three analytical areas: global justice and equity; governance and supranational 
protection of rights; and holism and a new global consciousness. The author proposes 
an approach to global health that highlights grassroots movements as an alternative 
way to secure a new order and global awareness of rights that redefines the 
architecture of global health governance (Franco-Giraldo, 2016).  
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There are a number of studies that have focused on how Cosmopolitanism 
can be operationalised in low-income countries. Sheoran (2015) describes the 
stratified nature of Indian society and provides an example of the ease in which 
women living in a privileged part of Dehli are able to easily access Emergency 
Contraceptive Pills, compared to low middle-class working women living in a poor 
part of Dehli. Sheoran observes that often the privileged and rich people in low-
income countries practice ‘imagined Cosmopolitanism’ afforded by their privileged 
economic position. Neff (2014) studied a phenomenon called ‘Generation ‘fly to fly’ 
and Cosmopolitanism in Senegal. The author reports on how the impact of global 
economic crisis, mass migration and emigration, international Islam, national 
political and legal strife shape dimensions of women’s creativity and cultural 
formation that helps Senegalese women to survive and thrive in an atmosphere of 
postcolonial struggle. 
 
Cosmopolitanism and the context of Kenya  
Kenya is a multicultural society with a complex social and cultural landscape 
(Rakuom, 2010). Kenya is strongly connected with its neighbours and the world 
through technology, treaties and agreements and plays a positive role being a 
member of a range of transnational organisations as shown in Figure 3.1. 
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Figure 3.1 Kenya: regional and international affiliations 
 
These regional and global synergies can be used to enhance health services not just 
through financial and materials aid, as has previously been the case, but also through 
knowledge and skills exchange and transfer (Mutungi et al., 2008). 
  Despite this positive role, Kenya faces a number of challenges in dealing with 
diversity within its own population and with immediate neighbours. Tribalism and 
nepotism are common in Kenya, and in 2007, 1500 people died in election related 
tribal clashes (World Bank, 2012). The gap between the rich and the poor continues 
to widen, and despite recent constitutional changes, women only play a minor role in 
public services and businesses (Kenya Bureau of Statistics, 2015). Additionally, 
poverty and unemployment are widespread for the rural poor and no welfare services 
are available for the disabled including people with mental illness (Kenya Bureau of 
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Statistics, 2015). Regionally, Kenya has recently been involved in the Somali 
conflict through military deployment to contain Al Shabaab militia, this has led to 
internal security threats in Kenya including terrorist attacks, and some political 
commentators have argued that Kenya was unduly influenced to ‘invade’ Somalia at 
the behest of some Western powers. On a more positive note, Kenya has been a key 
player in facilitating closer bonds with its immediate neighbours of Uganda, 
Tanzania and Rwanda under the umbrella of East African Community that enhances 
regional cultural, political and economic ties (World Bank, 2013). 
A number of authors have argued that Kenya’s diversity has provided basis 
for conflict and engendered uneven development and inequalities (Ajulu, 2002; 
Kanyinga, 2009; Maathai, 2011), these inequalities have affected access to quality 
health care. Ethnicity has become a medium through which class politics and 
division of available resources are mediated (Ajulu, 2002). Cosmopolitanism enables 
analysis of Kenya’s current mental health inequalities against a background of 
historical conflict with the British as a colonial power, emergence of Kenya as a 
diverse nation-state, and recent history of political instability and corruption that 
undermines basic health care. 
 Mental health service provision in Kenya is arranged through multiple 
services and agencies, including the government, Non-Governmental Organisations, 
church-based health services, international aid organisations and emergency relief 
organisations. Together, these agencies provide almost 50 per cent of all health 
(including mental health) services in Kenya (Muga, 2010). Mental health services 
have been severely impacted by entrenched economic problems in Kenya, resulting 
in less than one percent of the overall health budget allocated to mental health 
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services (Jenkins et al., 2012b). Kenya is a country with a booming population of 
almost 44 million, relatively high literacy levels (87% of the population), a 
functioning democracy and an annual economic growth rate above five percent in the 
last decade (Government of Kenya, 2008b). 
Cosmopolitanism has been successfully applied to studies involving complex 
political, economic and social settings (Axtmann, 2011; Parekh, 2003). A report by 
the American Social Congress at Pennsylvania University describes Kenya as a 
complex, multi-ethnic society with a blend of African, Arabic and European cultures 
and languages. It has a history of Arab invasion and conquest, colonial occupation 
and a resistance war, and occasional tribal war among its own people (African 
Studies Centre, 2008). The post-independent Kenyan government formed in 1963 set 
out to strengthen and carry out appropriate measures for the prevention, eradication 
and control of diseases and provision of accessible health care to all (Oyaya & 
Rifkin, 2003). These objectives have been pursued against a backdrop of rising 
poverty, rapid population growth, corruption and political instability that have 
culminated in inadequate institutional and organisational capacity to effectively 
respond to existing and emerging health challenges (Muga & Jenkins, 2010).  
 
Cosmopolitanism related to the Kenyan health care context 
Conclusions drawn from the literature review (Chapter 2) indicated major 
gaps in mental health care in Kenya. The literature review also found that current 
approaches based on a medical model that mainly focus on specialist care are 
ineffective. To fully address the research aims identified in Chapter 2, Creswell’s 
transformative worldview (Creswell, 2008) was preferred because of the level of 
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inequality in mental health care access and complexity of the Kenyan context. 
Capability Approach and Cosmopolitanism, two conceptual frameworks closely 
aligned to the transformative worldview were chosen to guide this research project. 
The use of Cosmopolitanism in this study enabled an approach to research on 
mental health care in Kenya that was not only focused on the problem but also its 
possible causes. Cosmopolitanism’s emphasis of harnessing global initiatives to 
solve local problems (Kriegman, 2006) was used especially when identifying 
appropriate tools to use in assessing current gaps for mental health care in Kenya. 
Cosmopolitanism enables assessment of how society is ordered, including its 
politics, diversity and economy (Delanty, 2012), the approaches were useful 
analyzing the Kenyan context and determining the best people to approach for 
authorisations to undertake research and  to obtain information on the mental health 
system. 
Developing a mental health system for Kenya is a step towards modernization 
using Western ideals. Referring to work of cosmopolitan writers such as Liang 
Qichao and Seyla Benhabib was useful in understanding why ‘Western impacts’ do 
not always lead to ‘positive responses’ (Benhabib, 2005). In the case of Kenya, the 
introduction of a modern health care system led to undermining of traditional 
approaches to treatment and care, this may explain current trends to stigmatise and 
even reject modern mental health care. This research will aim to identify whether 
traditional practitioners such as faith and traditional healers play a part in mental 
health care in Kenya. 
In a very broad sense, Cosmopolitanism can enable analysis of current threats 
and opportunities to mental health care for Kenya. Problems such as prevalent loss of 
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specialist health workforce to developed countries which contributes to shortages of 
human resources for health (Ndetei et al., 2007a). A key aim of this research is to 
explore ways of enabling sustainable mental health services in primary health care 
settings even when specialist mental health workers are not available. 
Kenya has emerged as a ‘nation state’ with many challenges because of 
colonial history, high population growth, political instability, poverty and corruption 
that undermines its economic viability. Cosmopolitanism enables analysis of such 
shortcomings against potential opportunities such as leveraging on globalization, 
digitization and using international institutions such as the World Bank, the WHO, 
and the International Monetary Fund to strengthen its political and economic 
position, these are essential for a well-functioning health care system. 
 
Applying Cosmopolitanism to mental health research in Kenya 
 A number of concepts emerge from this analysis that enable analysis of the 
Kenyan mental health context and provide deeper understanding of mental health 
services structure, its shortcomings and the impacts to the mental health consumer. 
For this study, Cosmopolitanism helped researchers to make sense of the local scene 
in Kenya. It enabled better understanding of the problems and impacts related to 
Eurocentric approaches that have impacted on health care delivery in Kenya. Other 
concepts such as cosmopolitan identity, nationalism versus universalism, 
cosmopolitanism and modernisation and global health justice helped in 
conceptualising a pragmatic capacity building strategy relevant for Kenya. A 
summary of these concepts and their application in the Kenyan mental health context 
are presented in Table 3.2. 
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Table 3.2  Cosmopolitan concepts and their application to mental health research for 
Kenya 
Concept Summary Applied to Kenyan mental health 
context 
 
Cosmopolitan 
identity 
Kriegman (2006) describes 
cosmopolitan identity as espousing 
broad values and ideals human 
rights, freedom, democracy and 
environmental protection. It is the 
positive attitudes towards people 
who are different to yourself e.g 
migrants, refugees, disabled etc 
People with mental illness in Kenya 
and LAMICs experience stigma, 
inadequate and inequitable mental 
health services, maginalisation and 
abuse of their human rights. 
Cosmopolitan identity can be a 
catalyst to identifying and highlighting 
these gaps and using that information 
to advocate for better mental health 
services. 
 
Nationalism vs 
universalism 
Tabak (2015) describes nationalism 
as the civic, ethnic, political 
cultural or religious practices that 
give people common identity. 
Cosmopolitanism is opposed to 
nationalism and favours globalism, 
universalism and transnationalism. 
 
Kenya is a postcolonial state with a 
diverse populace and modern Western-
based health system. Mental health 
care initiatives for Kenya should 
consider the role of global as well as 
local actors in its design and delivery. 
Cosmopolitanism 
and modernisation 
Cosmopolitanism involves opening 
up to broader world views and 
practices, however, Zhang (2014) 
proposes ‘creative adaptation’ 
where LAMICs draw on cultural 
resources of their traditions instead 
of uncritical embrace of foreign 
concepts and practices. 
 
Kenya has long history of community 
ethos that encourage community care 
and traditional healing approaches for 
vulnerable people including those with 
mental illness. Modernising the mental 
health system in Kenya should include 
existing traditional practices that are 
considered complementary to good 
care. 
 
Global health 
justice 
Achieving global health justice in 
LAMICs like Kenya is frequently 
challenged by problems such as 
labour flight or ‘brain drain. 
Franco-Giraldo (2016) proposes a 
new global health governance with 
grassroots movements. 
Current health care initiatives for 
Kenya have mostly been focused on 
reproducing a health care model and 
system that mimics American or 
European models with almost 
complete disregard of human and 
financial resource shortages. Planning 
and implementing mental health care 
services that consider and leverage 
available resources is important.  
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Limitations of Cosmopolitanism  
 Benhabib (2009) discusses one difficulty of enhancing Cosmopolitan ideals 
such as universalism to be the challenge this poses to democratic sovereignty. 
International law and transnational legal agreements have become contentious and 
highly politicized in recent times. Benhabib (2009) further adds that some people see 
universalization of human rights norms as a Trojan horse of a global empire or neo-
colonialist intentions to assert imperial control over the world. Kenya has mostly 
embraced international treaties and transnational agreements but in recent times 
political leaders have shown open dissent. An example is the recent indictment of the 
president and the deputy president in the International Criminal Court at The Hague 
for their role in the 2007 tribal clashes that led to loss of life. Although the charges 
were eventually dropped because of lack of evidence (or lack of cooperation), this 
demonstrated tensions regarding universal institutions and international law exist in 
Kenya. 
Further challenges for Cosmopolitanism are outlined by Benhabib (2009) 
when critiquing the notion of ‘nation state’ and calling for a reconfiguration of this 
concept, arguing that the state often, and unintentionally transfers its power to non-
state and corporate bodies, this leads to economic globalization and the ultimate 
losers are the public. In Kenya, because of poor regulation, almost half (49%) of 
health services are privately run, and most Kenyans cannot afford health insurance, 
making health access very difficult.  
The right to migrate and settle in a different country is supported by a number 
of human rights conventions especially where people face the threat of war, 
migration is an important cosmopolitan strand (Tabak, 2015). In some cases, certain 
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countries have expressed hostility to migration or efforts that strive towards 
universalism. Baban and Rygiel (2014) present an account of instances when 
migration has been resisted in a number of countries in Europe, as evidenced by the 
increase in popularity of right wing parties that are openly hostile towards Islam and 
Muslim migrants, asylum seekers and economic migrants from low-income 
countries. These right wing parties include the Sweden Democrats, Geert Wilder’s 
Party for Freedom in Holland, Golden Dawn in Greece, the Front National in France 
and the United Kingdom Independent Party (UKIP) in the UK. Strong opposition to 
multiculturalism culminated in Britain voting to break away from the European 
Union in the June 2016 referendum. ‘Brexit’ challenges the notion of European 
Cosmopolitanism, where countries are bound to one another through institutional 
linkages and markets and helping to forge a narrative of overwrapping cultural 
belongings that are informed by a notion of European identity (Baban & Rygiel, 
2014).  The authors also suggest that similar trends in North America may have led 
to the rise of Donald Trump as a viable United States presidential candidate on an 
anti-immigration platform, and being elected as the 45th president in November 2016. 
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Capabilities Approach  
Capabilities Approach  is an economic theory developed by Amatya Sen in 
the 1980s (Clark, 2005) with its central assumption (Sen, 1993) being how to ensure 
the realisation of the  potential of all people; their capacity and capabilities.  
Capabilities Approach is is applicable across economic, political and cultural borders 
(Robeyns, 2005), an attribute that aligns well with Cosmopolitanism. Capabilities 
Approach was employed in this research because of its ability to clarify objectives in 
human development and its focus on what people value and have the reason and 
ability to achieve (Alkire, 2005b). 
Sen’s Capabilities Approach was crucial to the creation of the United 
Nation’s Human Development Index (HDI),  a measure of human development 
capturing such capabilities as health, education and income (Fukuda-Parr, 2003). 
Human Development Reports published since 1990 represent an extensive and 
sustained effort to translate the core ideas of the Capabilities Approach. The reports 
position the human being as the endpoint of all development initiatives. The Human 
Development Index and its gender and poverty related indices are the operational 
tools used in most Human Development Reports (Alkire, 2005b). 
        Capabilities Approach emerged in response to critiques related to ‘abstracting 
economic from the social’, it challenges the notion that economic development on its 
own could afford people the means to pursue a life of value (Sen, 2005). Sen 
highlights the primacy of individual agency whereby, the concept of ‘development as 
freedom’ aims to remove factors that impede a person’s agency or ability to 
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participate in the market economy. These factors may be social, economic, 
environmental, political or biological (Meintjes, Field, Van Heyningen, & 
Honikman, 2015). Capabilities Approach allows for distillation of economic, 
political, social and epidemiologic factors within the disabling environment. Both 
poverty and mental illness can be framed as capability deprivation because they 
interfere with the individual’s ability to function and to make value decisions, access 
services and opportunities, and to fully participate in society (Meintjes et al., 2015). 
        Development of Capabilities Approach has been enhanced further by input from 
Nussbaum and others (Anand, Hunter, & Smith, 2005; Sen & Nussbaum, 1993),  and 
is now considered  a normative framework for the assessment and evaluation of 
individual wellbeing and the design of policies and proposals for societal  change 
(Robeyns, 2011). A key strength of Capabilities Approach is the clarity of its 
objectives in human development, social justice and poverty reduction that combine  
to expand the individual development and personal freedom (Alkire, 2005b). Alkire 
(2005) argues that the Capabilities Approach is valuable because of its assertion that 
appropriate objectives of development interventions could not occur unless the 
objectives of the activity is supposed to be related to what people value and have 
reason to value, rather than mechanical intermediary valuables such as growth 
income or improvements in certain health indicators. 
        The capabilities perspective suggests that quality of life should not be measured 
as opulence and utility, or people’s preferences and desires, rather, it should concern 
people’s capabilities; the ability to achieve those ‘beings and doings’ that people 
have to value in life. These values may range from basic functionings such as being 
well nourished and living in a decent house, to the more complex functionings such 
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as being in control over personal decisions (Greco, Skordis-Worrall, Mkandawire, & 
Mills, 2015). Sen’s Capabilities Approach distinguishes itself from other 
conventional approaches such as utility, income and basic needs which have a much 
narrower evaluative space. In order to improve people’s quality of life, social and 
public policy should be geared towards protecting, restoring and expanding people’s 
capabilities (Greco et al., 2015). 
 
Capabilities Approach – key concepts 
Sen’s (1993) Capabilities Approach was founded through the critique of 
traditional Anglo-Saxon economic models that tends to conflate wellbeing with 
income command (opulence) or utility (happiness) (Agee & Crocker, 2013). Four 
key concepts are identified in Sen’s Capabilities Approach, including commodities, 
capability, human functioning and utility (Agee & Crocker, 2013) (Table 3.3). 
 
Table 3.3  Capabilities Approach: definition of key terms 
Capabilities Approach 
terminology 
Definition 
Commodities Income command is necessary for economic growth 
 
Capability The ability that people have to convert income and 
commodities into valuable achievements. Different people and 
societies differ in their abilities (capabilities) 
 
Functioning Sen uses the Aristotelian term functionings to mean “the 
various things a person may value doing or being”(Alkire, 
2005b, p. 118), suggesting that these create a better conceptual 
space in which to assess social welfare than existing measures 
of utility or opulence. Sen’s key argument is that development 
should include freedom and choice. 
 
Utility Includes freedom, justice, happiness and wellbeing. Sen argues 
that utility ‘can be swayed by mental conditioning or adaptive 
expectations’ (Agee & Crocker, 2013)  
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A linear relationship exists between these concepts as shown in the Figure 3.2 below: 
 
Figure 3.2  Capabilities Approach key concepts 
 
Goerne (2010) elaborated on these concepts by including potential, 
opportunities, skills and abilities as central concepts in Capabilities Approach theory. 
Goerne argues that these concepts are interdependent e.g. Opportunities (referred to 
as O-capabilities) are necessary for Skills (referred to as S-capabilities) to occur 
(Goerne, 2010).  
 
Capabilities Approach and health 
Mitchell et al (2016) undertook a literature review using the ‘comprehensive 
pearl growing’ model to identify applications of Capabilities Approach in the health 
field. They  reported that the Capabilities Approach has emerged in the recent past as 
a broad normative framework that provides an alternative to welfare economics 
approaches to evaluate wellbeing with a focus on individual’s ability to achieve 
valuable functionings. Findings from their study demonstrate growing interest in 
applying Capabilities Approach in the health field. Of the 113 studies analysed, 19 
focused on the health theme; with some focus on physical activity, empowerment in 
health, multidimensional poverty in health group, assessment of health and social 
care interventions (Mitchell, Roberts, Barton, & Coast, 2016). 
         Ventakapuram (2015) proposes that every human being has moral entitlement 
to a capability to be healthy, further suggesting that policy makers need to 
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understand that underlying social and cultural factors may play a role in producing 
healthy capability. Ventakapuram defines health capability as a higher level meta-
concept that includes multiple and diverse entitlement to goods, liberties, powers, 
privileges and immunities, also referring to them as ‘cluster rights’ (Page 518, 
paragraph 2). The authors observe that societies often focus too much on illness and 
ill individuals, rather than on health itself, developing health capability requires 
societal level transformation that shifts the focus beyond health deficits to individual 
capabilities to be healthy, the first step in achieving health capabilities is change in 
training and curricula for health workers (Venkatapuram, Ventriglio, & Bhugra, 
2015). Capabilities Approach rises above the traditional biomedical approach by 
linking socio-cultural and spiritual approaches to improve potential for effectiveness 
of health interventions, in order for health to be a true capability, there is need to 
view it as a freedom to which individuals are entitled, not as an obligation to be 
imposed on them (Hoyos, Monteón, & Altamirano‐Bustamante, 2015). Examples of 
how the Capabilities Approach framework has been applied to the health field are 
discussed below.  
 
Applying Capabilities Approach in public health: some examples 
Bussiere et al (2016) explored access of primary health care services among 
people with disabilities in France using capabilities perspective, using a dataset of 
29,931 individuals from the French Health and Disability Survey of 2008, they found 
that cancer screening was particularly affected by societal and social economic 
capabilities. The authors concluded that restoring individual capabilities for people 
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with disabilities can help to reduce inequalities in health care access (Bussière, 
Sicsic, & Pelletier-Fleury, 2016). 
There is evidence of the successful application of the Capabilities Approach in 
Nursing research and practice. Advocating for increased use of the Capabilities 
Approach in Nursing, Entwistle and Watt (2013) have argued for better alignment of 
person-centred care to intrinsically valuable capability outcomes, instead of existing 
tendencies to focus narrowly on diseases, pathologies or care systems (Entwistle & 
Watt, 2013). This is consistent with the approach adopted in this research, which will 
focus on both the macro and micro level factors that influence mental health care in 
Kenya. 
  Hammel (2015) suggests that diminished quality of life among people with 
severe physical impairment might be a consequence of environmental barriers and 
inequity of opportunity than the impairment itself. Focusing on the role Occupational 
Therapists can play in improving participation, it is suggested that Capabilities 
Approach might facilitate critical occupational therapy practices focused on equality 
of occupational opportunities consistent with the UN Human Rights Charter 
(Hammell, 2015). 
Buchi and De Muro (2016) contrast Sen’s Capabilities Approach as described 
in the book Hunger and Public Action (1989) to Malthusian theory of food 
availability and International Labour Organisation’s Basic Needs theory on shelter, 
food and security for all. A key argument in their paper is the importance of 
exploring the root cause of food insecurity such as lack of education, health, and 
general wellbeing and determining people’s individual nutritional capabilities instead 
of using a standardized measure. 
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Pirhonen (2015) focused on care of the elderly in Western societies in general 
and particularly in Finland. The author presents an analysis of Martha C. 
Nussbaum’s list of ten central human capabilities as applied in a Finnish sheltered 
home for older people. Nussbaum’s list consists of minimum capabilities required to 
make a good life possible for an individual and they include; life, bodily health, 
bodily integrity, senses, imagination and though, emotions, practical reason, 
affiliation, other species, play and control over ones environment (Pirhonen, 2015). 
Pirhonen concludes that current debates on equitable distribution of resources to 
improve aged care services, while important, ignores many of the human capabilities 
in Nussbaum’s list, further suggesting that this list should form the framework for the 
delivery of aged care services (Pirhonen, 2015). 
 
Applying Capabilities Approach to mental health care 
No studies were found that reported on the use of Capabilities Approach in 
health or mental research in the Kenyan health care sector. Meintjes et al (2015) 
study undertaken in Cape Town, South Africa aimed to locate maternal mental 
illness within a development framework in order to highlight its significance for 
development outcomes, capability and sustainable development. The authors aimed 
to illustrate how antenatal counselling for poor depressed and anxious women in 
Hanover Park, Cape Town could enhance their capabilities towards positive 
development outcomes (Meintjes et al., 2015). Analysis of the intervention showed 
potential for capability formation with positive outcomes encompassing Nussbaum’s 
capabilities set which includes bodily health, integrity, thought, practical reason, and 
material control over environment, emotions and affiliation. The authors concluded 
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that mental health promotion is integral in building functional capabilities required to 
ensure women pursue a life of dignity and value, which in turn becomes beneficial to 
their children’s wellbeing and development (Meintjes et al., 2015). 
Ventakapuram et al (2015) challenges current tendency to medicalise normal 
human emotions such that emotions like grief become pathological grief reaction and 
shyness becomes social phobia. Using the Capabilities Approach allows for social 
and spiritual dimensions of human behaviour (Venkatapuram et al., 2015). Adoption 
of the Capabilities Approach in mental health care can lead to reduction or 
eradication of stigma because the focus shifts from illness and disorders to health, 
recovery and function (Venkatapuram et al., 2015). According to Ventakapuram et al 
(2015), the Capabilities Approach refers to real practical possibilities of being or 
doing something that leads to functional outcomes, in mental health. This may be 
expressed in individual recovery goals and functional outcomes. On applying the 
Capabilities Approach, the intervention is focused on what human beings are capable 
of being and doing and this ultimately contributes to social justice and economic 
freedom.  
 
Capabilities Approach and health measurement 
Greco et al (2016) challenge the use of conventional outcome measures in 
evaluating effectiveness of public health programs in LAMICs because such 
measures are narrow and they overlook important dimensions of program effect such 
as empowerment, capacity-building and knowledge. The authors propose adoption of 
more holistic measures that include measures of quality of life. Despite 
132 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
methodological challenges, Sen’s Capabilities Approach is suggested as a suitable, 
more holistic alternative for use in LAMICs (Greco, Lorgelly, & Yamabhai, 2016). 
        Quality Adjusted Life Years (QALYs) are a routine outcome measure for public 
health interventions, however, QALYs framework fails to capture public health 
interventions with diverse outcomes such as maternal child health programs 
(Lorgelly, Lorimer, Fenwick, Briggs, & Anand, 2015). Sen’s Capabilities Approach 
is a suitable measure as it expands the evaluative space to include non-health 
outcomes like participation and empowerment. The Capabilities Approach refocuses 
evaluation to individual opportunities (capabilities) and not just outcomes 
(functionings), it offers a richer dimension of evaluation that captures health as well 
as other relevant outcomes (Lorgelly et al., 2015). 
        A number of health evaluation tools based on the Capabilities Approach have 
been developed and are in current use in some countries. Table 3.4 presents a 
summary of some current measurement instruments that have been developed using 
the Capabilities Approach framework and the sector in which they are frequently 
used. 
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Table 3.4  Capabilities Approach: measurement instruments 
Instrument 
abbreviation 
Instrument name Health sector/setting Reference 
ASCOT Adult Social Care 
Outcome Toolkit 
Social welfare (Mitchell et al., 
2016) 
ICECAP-A ICEpop CAPability 
measure - Adults 
Economic evaluation and 
wellbeing of adults 18+ 
(Lorgelly, 2015) 
ICECAP-O ICEpop CAPability 
measure – Older 
people 
Economic evaluation and 
wellbeing of older people 
(Lorgelly, 2015; 
Mitchell et al., 
2016; Pirhonen, 
2015) 
ICECAP-SCM ICEpop CAPability 
measure – Supportive 
Care Measure 
End of life  (Kinghorn, 2015; 
Mitchell et al., 
2016) 
OxCAP-MH Oxford CAPability 
Measure for Mental 
Health 
Multi-dimensional, Patient-
Reported Capabilities 
Instrument for Mental Health 
Research and Policy 
(Kinghorn, 2015) 
OCAP-18 Ownership, Control, 
Access and 
Possession 
The OCAP principles are 
popularly used in Indigenous 
health and post-colonial 
countries 
(Lorgelly et al., 
2015) 
 
Applying Capabilities Approach in low-income settings 
Indicators such as Gross National Product (GNP) or the Gross Domestic 
Product (GDP), which measure goods produced by a certain country at a certain 
point in time, may serve as an indicator for material conditions of a country. 
However, these measures cannot provide sufficient indication of the level of 
development that people living in that country enjoy (Hoyos et al., 2015). 
Standardised measures have been criticized for their inability to account for personal 
and community resource and health capabilities. Lack of resources can lead to the 
perpetual cycle of poverty, where low incomes lead to people living in marginalized 
communities with minimal or non-existence healthcare facilities, this impacts on 
development of health capabilities (Hoyos et al., 2015).  
Sen’s Capabilities Approach has been credited with broadening the 
evaluation base in low-income countries by focusing on people, human heterogeneity 
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and diversity, and acknowledging that different nations and societies may have 
different values and aspirations (Agee & Crocker, 2013). This view is supported by 
Clark (1995) who suggests that in comparing the well-being of different people, it is 
not enough to focus only on commodities each can successfully command; rather the 
focus should be on how well people are able to function with the goods and services 
at their disposal (Clark, 2005). Alkire (2005) relates the illustrative example of 
Diener and Biswas-Diener, two psychologists studying subjective wellbeing, after 
years of work in affluent settings, they shifted focus and explored subjective 
wellbeing of 83 slum dwellers in Culcutta, India, interestingly, they found that the 
persons were objectively very poor, but subjectively more than satisfied with their 
lives. The Capabilities Approach has been compared with the Basic Needs Approach 
by Streeten in Robeyns (2011) which focuses on providing the poor and the deprived 
with opportunities for a full life.  
Greco et al (2015) aimed to develop an outcome measure that could detect the 
impact of Maimwana Women Group’s impact on aspects of life not easily detected 
by conventional outcome measures in Malawi. Following focus groups with 129 
participants, the authors were able to develop a six dimension capabilities set and 
framework for rural women in Malawi, these included bodily strength, inner 
wellbeing, household wellbeing, community relations, economic security and 
happiness (Greco et al., 2015). The study concluded that despite Malawi being a low-
income country, women in Malawi had highly nuanced perceptions about their life 
and wellbeing, and quality of life is shaped by realization of basic needs such as 
nutrition and shelter, but also highly dependent on complex feelings, relations and 
social norms (Greco et al., 2015). 
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Empowerment is an important dimension in improving health outcomes of a 
given population (Cyril, Smith, & Renzaho, 2015). Empowerment includes 
identifying, facilitating or creating contexts through which people in LAMICs can 
have a voice over decisions that affect their lives (Cyril et al., 2015). If well utilised, 
Capabilities Approach can be empower people in LAMICs from reliance on the West 
for their development needs.  
 
Applying Capabilities Approach to mental health research in Kenya 
This research was undertaken with the premise that mental health services in 
Kenya have partly been hampered by historical neglect of social synergies such as 
community values and ethos of its population (Ndetei et al., 2015). Capabilities 
Approach enables removal of barriers that hinder people from participating in 
activities aimed at improving their welfare (Sen, 2005). As a result, a key aim of this 
research is to identify how health care workers in the primary health care settings of 
Kenya can be enabled to provide mental health services to majority of the people, 
and closer to where people live. 
The application of the Capabilities Approach in this project enabled a more 
complete analysis of the Kenyan context in respect to capacity-building in primary 
mental health care. Peoples’ explanatory model for health and illness is correlated to 
their health seeking behaviours (Patel, 1995). Understanding the Kenyan health 
workers’ interpretation of mental illness and mental wellbeing is important in order 
to identify how this impacts on and influences clinical practice. The Capabilities 
Approach theory also enabled a shift in focus from what health care workers in 
primary health care settings in Kenya do (referred to as functionings in Capabilities 
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Approach theory) to what they can actually do (referred to as capabilities) if they are 
equipped with appropriate knowledge, skills and attitudes in this case,  through a 
mental health literacy program.  
Alkire (2005) has suggested that the value of Capabilities Approach lies in its 
emphasis on development activities being related to what people value to enhance 
justice and to reduce poverty. This approach is used to inform this research and 
departs from prior research and health programs for LAMICs that use overseas 
models with little consultation with local stakeholders and health care providers. 
For many years, Kenya’s health care system was modelled on the Western 
British system at a great and unsustainable expense to Kenya, Using Sen and 
Nussbaum’s (1993) ‘capabilities perspective’ which suggests that quality of life 
should not be measured by ‘opulence and utility’ but rather the ability to achieve 
those ‘beings and doings’ that people value. This research will shift from focusing on 
deficits, as has been the case in the past to examining current strengths in the 
community and the primary health care system of Kenya that can be leveraged to 
develop a mental health capacity-building program. 
Nussbaum enhanced Sen’s Capabilities Approach theoretical foundation by 
developing a method of assessing people’s comparative quality of life and what 
people are ‘able to do and to be’ with much less focus on providing people with 
income and more on how to enhance their capabilities (Robeyns, 2011). The 
corollary to identifying capability formation is identifying the ways in which people 
are deprived of their capabilities. A key focus of the three phases in this current study 
was to explore health system and health worker capabilities in Kenya and perceived 
gaps in these capabilities as it relates to mental health service provision. Table 3.5 
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below relates the Capabilities Approach Concepts, their definition and a brief 
explanation of how they were utilized in this research project in Kenya. 
 
Table 3.5  Capabilities Approach key concepts and mental health research in Kenya 
Concept  Concept definition  Applied to mental health research in 
Kenya 
Capabilities Capability refers to a person’s or 
group’s freedom to promote or 
achieve valuable functionings, it 
represents the various functionings 
that a person can achieve. Capability 
reflects the person’s or group’s 
freedom to lead one type of life or 
the other – capability is a set of 
opportunities to be chosen by the 
individual or group. 
 
Freedom is an important dimension in 
mental health care development for Kenya 
because people can make choices to suit 
their local circumstances consistent with 
their history, culture, traditions and 
available resources regardless of the person 
or agency controlling the levers. 
 
Functionings An achievement of a person, what 
they are able to achieve, this 
depends on a range of personal and 
social factors. Functioning refers to 
the use a person makes of the 
commodities at his/her command 
Functionings as described by Sen is the 
familiar and intuitive part of life. When 
applied to the Kenyan mental health 
scenario, the mental morbidity is common 
and solutions should not be limited to 
Western remedies or Western trained 
professionals, rather, a combination of 
community resources and authorities like 
traditional and faith healers. Paucity of a 
specialist mental health workforce also 
means consideration should be given to 
shifting tasks to available health workers 
including community health workers, 
primary health care workers and 
traditional/faith healers as much as it is safe 
to do so. 
 
Commodities Income, human resources, policies, 
legislation 
Kenya should make use of and leverage on 
commodities available in the immediate 
environment without striving to subscribe 
to an ideal prescribed by external agencies 
and governments, often the suggested 
model of care is too expensive and 
unsuitable for the Kenyan context. 
 
 
Figure 3.3 below shows the relationship between Capabilities Approach concepts and 
the key aspects of the health care system in Kenya, which is the central focus of the 
current research: 
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Figure 3.3  Amatya Sen’s Capabilities Approach as applied to the Kenyan 
mental health capacity-building model 
Phase-I and Phase-II of this research project aimed to identify existing gaps 
as well as opportunities and potential in the Kenyan health care system that can 
enable successful implementation of a capacity-building program to improve mental 
health care in primary health care settings in Kenya. Sen and Nussbaum (1993) 
suggest that capabilities are important for the assessment of wellbeing and standard 
of living, and concludes that “capabilities imply power or skill” (Sen & Nussbaum, 
1993, p. 32). 
 
Limitations of the Capabilities Approach 
The Capabilities Approach has been criticized for its frequent use of less familiar 
phrases such as ‘functionings’, ‘beings and doings’ and ‘capabilities’(Alkire, 2005b). 
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Despite methodological challenges in its application, the Capabilities Approach can 
be used to assess and monitor quality of life and to evaluate policies aimed at 
improving people’s quality of life. 
Dean (2009) has highlighted some limitations for Capabilities Approach as being 
anti-capitalist because of its intent to focus on poverty and the contradictions of 
capitalism. While noting Capabilities Approach contribution to various international 
standards such as the Human Development Index, the United Nations Development 
Program  and the Human Development Reports, it is still notable that human 
development and reduction of poverty require more than human empowerment, often 
referred to as ‘capabilities’ in Sen’s Capabilities Approach (Dean, 2009). Dean 
suggests that national and international agencies may be preoccupied with the 
language of ‘capabilities’ and ‘functionings’ at the expense of, and ignoring key 
drivers of inequality and poverty. 
Dean’s sentiments are echoed by Qizilbash compares Capabilities Approach 
to the works and ideas of Karl Marx. This includes Sen’s reference to Karl Marx’s 
Economic and Philosophical Manuscripts of 1844 that emphasizes the importance of 
people shifting their focus from income, resources and wealth to things they can do 
and be (Qizilbash, 2012). 
Other authors have noted some limitations for Capabilities Approach 
particularly when applied to LAMICs to be lack of acknowledgement of the 
difficulties people may face when pursuing their capabilities, such as corruption, 
human rights abuse, nepotism and dictatorship (Anand et al., 2005; Comim, 
Qizilbash, & Alkire, 2008; Venkatapuram et al., 2015) 
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Using social theory in mental health research: an explanatory 
framework for mental health research  
Cosmopolitanism and the Capabilities Approach theories enable a multi-
dimensional analysis of factors impacting on health service delivery in Kenya, 
including mental health service delivery. The two theories were used in this study to 
identify strengths and challenges in the Kenyan political, economic and social system 
while highlighting current global and local potential (capabilities) that can be 
harnessed to improve mental health care in Kenya. Kriegman (2006) sums this up 
well in the following quotation: “Humanity has the capacity to turn toward a truly 
planetary civilization, one that reflects universal social and ecological values while 
respecting differences. Today, our collective wealth and technological prowess could 
defeat the scourges of destitution, war, and environmental destruction. The choices 
we make now and in the critical decades ahead will set the trajectory of global 
development for generations to come” (Kriegman, 2006, p. 23). 
Cosmopolitanism and Capabilities Approach were considered relevant to this 
study because they allow for comprehensive appraisal and planning of mental health 
capacity-building in Kenya.  Literature review findings revealed in this study lack of 
knowledge on the disease burden related to mental disorders (Muga & Jenkins, 
2008a), stigma and discrimination against people with mental illness (Ndetei et al., 
2009), lack of policies, legislation and poor funding (Kiima & Jenkins, 2010a) and a 
very small specialist mental health workforce (Ndetei et al., 2007b; Saxena et al., 
2007b). Mental health infrastructure is non-existent or inadequate for the needs of the 
population (Appendix 3: Mental health Unit in Meru County). 
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As a macro theory, Cosmopolitanism was particularly suited to guide 
research in the unique and complex Kenyan context with a history of colonialism and 
struggle for freedom (Clayton & Savage, 1975), an increasingly globalised and 
multicultural Kenyan setting with many players in the economy and health care, and 
the prominent role of the WHO (Noor et al., 2006; Rakuom, 2010). Cosmopolitanism 
also enabled analysis of multiple health care providers in Kenya including NGOs, 
Faith-Based Organisations (FBOs) and Private Public Partnerships (PPPs) in 
healthcare governance and delivery with often ensuing conflation of health priorities 
with donor interests (Hein & Kohlmorgen, 2003).  
Sen’s Capabilities Approach (Sen & Nussbaum, 1993) complements 
Cosmopolitanism by analysing strengths and weaknesses to consider when designing 
and implementing mental health capacity-building programs in Kenya. Capabilities 
approach was used to identify important aspects of capacity-building such as 
freedom, culture and poverty, which have been reported to have an impact on mental 
health service provision and utilisation (Muga & Jenkins, 2010; Wagoro, Othieno, 
Musandu, & Karani, 2008). Strengths such as a rapidly growing economy, and 
wealthier, more digitised  middle class and strategies that can be used to leverage a 
large mostly young and literate population (Luoma et al., 2010) were also 
considered. 
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Summary 
This chapter introduced and discussed key concepts for Capabilities 
Approach and Cosmopolitanism. The Kenyan context is unique with challenges that 
have led to poor mental health care, and yet, with opportunities that can only be 
realized by employing pragmatic approaches. 
Cosmopolitanism allows for fuller assessment of the Kenyan context, its internal 
heterogeneity, diversity and openness to the world, this had the potential to enable 
understanding of current mental health care challenges against the background of 
past experiences such as colonialism, political misrule, poverty and corruption. 
Cosmopolitanism also enables understanding of some of the healthcare choices made 
by and for Kenya, partly because of Kenya’s position as a sovereign state with 
responsibility for the healthcare needs of its people, but also, as part of the global 
community and therefore impacted by global institutions, treaties and trends. This 
research used insights gained from Cosmopolitanism to develop mental health 
capacity-building strategies that are effective, responsive, and sustainable. 
Just like Capabilities Approach emerged by challenging traditional Anglo-
Saxon economic models that conflated wellbeing with wealth command, the use of 
Capabilities Approach in this research allowed researchers in this project to similarly 
challenge the status quo of mental health care in Kenya where scarce and 
unsustainable specialist mental health services are the dominant mental health care 
model. The research aimed to highlight current capabilities in the Kenyan health care 
system, especially at the primary health care level that can be leveraged to enhance 
mental health access by the majority of Kenyans. This research also explored ways 
that mental health capability among primary health care workers can be measured. 
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The use of Cosmopolitanism and Capabilities Approach in this research 
offered optimal explanatory possibilities that enabled appraisal of current challenges 
that impact on mental health care for Kenya, while at the same time enabling choice 
of appropriate and sustainable strategies to address these challenges. The choice and 
use of these two conceptual frameworks is a significant innovation in the broader 
field of population level and mental health systems research, especially in LAMICs. 
Chapters four, five and six presents the methods for Phases I-III in this mental health 
research that was undertaken in Kenyan PHC settings in 2013-2015. 
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Chapter 4: Methods 
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Introduction 
  The primary aim of this study was to identify gaps in mental health service 
delivery in Kenyan PHC settings, including gaps in mental health literacy levels 
among the PHC workforce. The secondary aim of the research was to generate 
empirical insights aimed at informing mental health capacity-building strategy in 
order to improve professional mental health literacy in Kenya. The focus of 
discussion in Chapter Three was on the conceptual frameworks underpinning this 
research.  Key concepts for Cosmopolitanism and Capabilities Approach were 
discussed; detailed analysis of conceptual frameworks as they relate to the Kenyan 
mental health context was presented.  Chapter Four begins with a discussion of the 
PRECEDE-PROCEED model, the methodological framework used to guide this 
research. The research design, research instruments, settings, participants, inclusion 
and exclusion criteria, research procedure, data analysis, and limitations for each 
phase are also outlined in this chapter. The feasibility and fieldwork challenges in 
undertaking this study are also discussed. 
The study was conducted in three phases. The Mental Health Gap Analysis 
for Kenya was investigated in Phase-I, a Mental Health Literacy Survey formed 
Phase-II, and a Mental Health Education Program was piloted in Phase-III.  
 
 
 
 
 
146 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Research design  
Multi-phase mixed-method research design: an outcome of the link between 
conceptual frameworks and the PRECEDE-PROCEED model 
  Findings from the literature review (Chapter 2) established 
that many health initiatives have been implemented in Kenya to address existing 
poor health indicators in the areas of maternal child health, HIV/AIDS, malaria and 
mental health care. Because of a lack of resources, and especially financial capacity 
in Kenya, the majority of these initiatives have been wholly funded and implemented 
by overseas-based organisations, and almost always, fully informed by Western 
models (Bedi et al., 2004; Muga & Jenkins, 2010). In the field of mental health, only 
the programs reported by Jenkins et al (2008, 2012) and Ndetei et al (2007, 2008, 
2015) were based on local research. The WHO (2009) has reported that the majority 
of health programs implemented in LAMICs have continued to be unsustainable 
because they are vertical in nature and not linked to existing health systems. Most of 
these programs are also not based on local research and very rarely consider the local 
context (WHO, 2009d).  
Viewed broadly, and as discussed in Chapter Three, Cosmopolitanism and 
Capabilities Approach are the broad lens that enabled analysis of the macro and 
micro aspects of the Kenyan context, while PRECEDE-PROCEED model was the 
methodological framework that was used to stage research components. Figure 4.1 
demonstrates how the conceptual and methodological frameworks are linked to 
inform the three phases of this study. 
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Figure 4. 1 A conceptual and methodological approach to research design  
Therefore, this study employed a multi-phase mixed methods design to 
examine the following research questions within a three-staged process:  
1) Phase-I - What are the current gaps in mental health care in the Kenyan 
primary health care sector?  
2) Phase-II - What is the current capacity (mental health literacy; including 
knowledge, skills and attitudes), for mental health care among health workers 
in primary health care settings in Kenya? 
3) Phase-III - Can a mental health literacy program implemented at the Kenyan 
primary health care level improve the mental health literacy and capacity of 
Kenyan primary healthcare workers? 
Mapping the PRECEDE-PROCEED framework against the design of this 
study meant that the WHO-AIMS (WHO, 2009b) instrument was used to undertake a 
mental health gap analysis of the Kenyan health system (Phase-I). To identify 
predisposing, reinforcing and enabling factors for mental health care in Kenya, a 
cross-sectional mental health literacy survey of the primary health care workers 
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(Phase-II) was undertaken. Results from Phase-I and Phase-II were used to develop 
and test effectiveness of a Mental Health Education Program (Phase-III). The three 
study phases were undertaken sequentially. Figure 4.2 provides further illustration of 
how Cosmopolitanism, Capabilities Approach and the PRECEDE-PROCEED 
framework were articulated in the research design. 
 
 
Figure 4.2 Theoretical frameworks and mental health research project 
for Kenya  
 
 
The PRECEDE-PROCEED model 
A key assumption within Cosmopolitanism is that a good understanding of 
the ecosystem within which the Kenyan mental health system operates is of critical 
importance to mental health capacity-building initiatives on which this research was 
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predicated. Therefore, this study aimed to identify gaps to mental health care by 
analysing current mental health policy, legislation, education and collaborative 
arrangements with other sectors. Amatya Sen’s Capabilities Approach has as its 
central theme the possibility of realising optimal potential for all people (Sen, 2005). 
Primary health care workers constitute the majority of the health workforce and are 
accessed by the majority of the people in Kenya (Government of Kenya, 2012b; 
Perales, Dutta, & Maina, 2015). This study sought to identify current capacity and 
capabilities for mental health care, of health care workers at the PHC level using a 
mental health literacy survey. Results from this survey were used to design and test a 
mental health education program to be used in PHC settings. 
To operationalize the ideals of Cosmopolitanism and Capabilities Approach in the 
Kenyan mental health study, a number of methodological frameworks that would 
enable mental health gap analysis as well as inform capacity-building were 
considered. Green and Kreuter’s PRECEDE-PROCEED (Green & Kreuter, 2005) 
framework was considered to be the best fit for this research because it enables a 
comprehensive system analysis (Green & Ottoson, 2006) using social, 
epidemiological, behavioural and environmental aspects in population health 
research (Green & Kreuter, 2005).  
 The PRECEDE-PROCEED model was originally developed to evaluate 
public health programs (Green & Kreuter, 2005). First published in 1980 (Green, 
Kreuter, Deeds, & Partridge, 1980) as the PRECEDE assessment model, subsequent 
iterations of the model produced an intervention evaluation framework, entitled the 
PROCEED model. Together PRECEDE-PROCEED forms a model to identify and 
assess factors associated with a health problem, as well as a framework for 
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developing, implementing and evaluating an intervention (Green & Kreuter, 2005). 
The acronym PRECEDE stands for Predisposing, Reinforcing, and Enabling 
Constructs in Education, Diagnosis and Evaluation. PROCEED is the second stage 
in the model and stands for Policy, Regulatory, and Organisational Constructs in 
Educational and Environmental Development (Green & Kreuter, 2005). 
  
The PRECEDE-PROCEED model has a total of eight phases comprising:  
(1) Social assessment and situational analysis;  
(2) Epidemiological diagnosis;  
(3) Ecological and educational assessment of the highest priority 
health problems and determinants;  
(4) Alignment of interventions with the highest predisposing, enabling 
and reinforcing factors;  
(5) Administrative and policy assessment of the resources and 
organisational changes required to coordinate, deploy and maintain 
the interventions;  
(6) Implementation and initial process evaluation required to launch 
the program of interventions and to take them to scale in a population;  
(7) Process evaluation; and  
(8) Impact and outcome evaluation (Green & Kreuter, 2005).  
The phases of the PRECEDE-PROCEED model work as a whole to facilitate the 
identification of health priorities, develop objectives, identify key implementation 
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criteria and subsequent program evaluation (Phillips, Rolley, & Davidson, 2012). 
The phases of the PRECEDE-PROCEED model have been used to inform this mixed 
method research, phases 1-3 matches to mental health gap analysis activities of 
Phase-1, and phase 4 matches  to the MHL in Phase-II, while phases 5-8 match to 
activities of the KMHP-pilot in Phase-III  Crosby (2011) argues that the PRECEDE-
PROCEED model embodies the planning and evaluation aspects of the intervention 
and that the key advantage is the ability to guide the program planner to think 
logically about the desired end point and work backwards to achieve that goal 
(Crosby & Noar, 2011). Figure 4.3 provides an overview of the phases of the 
PRECEDE-PROCEED model. 
 
Figure 4.3 The PRECEDE-PROCEED model (Green & Kreuter, 2005)  
152 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
PRECEDE-PROCEED model: practice examples 
Research undertaken in China (Li et al., 2009), Australia (Phillips et al., 
2012; Wright, McGorry, Harris, Jorm, & Pennell, 2006), and countries in sub-
Saharan Africa (Mbonu, Van den Borne, & De Vries, 2009; Popoola & Mchunu, 
2015; Rael et al., 2014) have reported successful use of the PRECEDE-PROCEED 
model in health program planning. 
Mbonu, Van den Borne and De Vries (2009) adopted PRECEDE-PROCEED 
as an explanatory model for stigma and its role in health seeking behaviour among 
people living with HIV/AIDS in sub-Saharan Africa. The model enabled analysis of 
people’s coping strategies when dealing with stigma-related problems (Mbonu et al., 
2009). A similar study in Kenya utilised the PRECEDE-PROCEED model to 
compare similarities and differences on HIV/AIDS knowledge and attitudes of rural 
and urban based high school students following exposure to an HIV/AIDS education 
program (Rael et al., 2014). Popoola and Mchunu (2013) applied the PRECEDE-
PROCEED model to explore factors contributing to diarrhoea among children under 
five years in Botswana and used their findings to develop an educational program for 
community health care workers (Popoola & Mchunu, 2015). 
Hashimoto et al (2015) undertook research in Honduras, a low social-
economic setting similar to Kenya.  Researchers successfully used the PRECEDE-
PROCEED model for health program planning to systematically determine 
influential and interactive factors that facilitated integration of Chagas disease vector 
control program into the PHC system in Honduras. They concluded that integration 
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of disease programs into PHC helps to strengthen the preventive capacity of primary 
health care services (Hashimoto, Zúniga, Nakamura, & Hanada, 2015). 
The PRECEDE-PROCEED model has also been used to inform mental health 
programs. Yeo, Berzins and Addington (2007) successfully used the PRECEDE 
component of the model to implement the Early Psychosis Treatment Service in 
Calgary, Alberta, Canada. Their study found the model particularly useful in 
stakeholder engagement through its defined stages that could be systematically 
utilised in program planning, development and evaluation (Yeo, Berzins, & 
Addington, 2007). In Australia, Wright, McGorry, Harris, Jorm and Pennel (2006) 
used the PRECEDE-PROCEED model to guide development, implementation and 
evaluation of a community awareness campaign. Findings from this study reported 
improvement in mental health literacy and help seeking behaviours among young 
people aged 12-25 years (Wright et al., 2006).  
The rigor and adaptability qualities (Crosby & Noar, 2011; Green & Kreuter, 
2005) of the PRECEDE-PROCEED model in health program planning across diverse 
geographical, economic, social and health disciplines, as demonstrated in the above 
examples, made this model a suitable choice for this study in Kenya. 
Research settings 
The setting for this research was four Counties in Kenya. Phase-I data was 
collected in Nairobi County, the capital city of Kenya; Phase-II data was collected in 
Nairobi, Machakos, Murang’a and Meru Counties; and Phase-III data was collected 
in Meru County. County locations within Kenya are shown in Figure 4.4, and brief 
information about each of the counties is summarized in Table 4.1 below. 
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Figure 4.4  Map of Kenya indicating counties where the research was staged 
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Table 4.1  Summary information of research settings 
 Population* Public health 
facilities** 
Information***  
 
 
Nairobi 
 
 
3.14 million 
 
 
107 
Nairobi is Kenya’s capital city, it was 
founded by colonial authorities in British 
East Africa in 1899. Originally home to 
Maasai people, Nairobi today is 
cosmopolitan with people from all racial 
groups and Kenyan tribes. Nairobi is a 
regional hub, hosting major regional and 
multinational companies. Globally, Nairobi 
is significant because the United Nations 
Environmental Program (UNEP) is 
headquartered in Nairobi. 
 
 
Machakos 
 
1.1 million 
 
139 
Machakos was established in 1887, it is 
located 63 kilometres southeast of Nairobi. 
Mostly home to Akamba people, Machakos 
is increasingly diverse due to its proximity to 
Nairobi. Akamba people were historically 
famous for their long distance trade practices 
before modern infrastructure. Machakos 
town is a major gateway to Nairobi. 
 
 
Murang’a 
 
.94 million 
 
113 
Murang’a is located 85 kilometres North 
East of Nairobi. Originally call Fort Hall in 
the colonial era, Murang’a is considered the 
origin of the independence movement and 
the Mau Mau freedom fighters of Kenya. 
Murang’a is known as the food bowl of 
Kenya because of its rich volcanic soils. 
 
 
 
Meru 
 
 
1.4 million 
 
 
124 
Situated less than 5 kilometres from the 
equator, and at an altitude of about 5000 feet, 
Meru is mainly populated by the Ameru 
people and because of its location, 280 
kilometers away from Nairobi, is mainly 
mono-cultural. Described by the first 
colonial commissioner as the ‘land of hills, 
valleys and innumerable streams’, Meru is 
mainstay for coffee and tea farming in 
Kenya.  
Total 6.58 483  
Sources: 
*Infotrack http://www.infotrackea.co.ke/services/leadership/countyinfo.php?cinf=counties  
** Kenya Master health Facility List http://kmhfl.health.go.ke/#/facility_filter   
*** (Maathai, 2011; Morton, 1998; Statistics, 2009; World Bank, 2012) 
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Selection of counties to be included in this research was purposive and based 
on a number of parameters including demography, networks to facilitate the research 
process, location and geographical accessibility. Nairobi County was selected for 
Phase-I data collection because it is the headquarters of the Ministry of Health in 
Kenya and the majority of the Key Informers in this research were based in Nairobi. 
Machakos County was selected because of rural-urban mix, ease of access to the 
majority of the facilities being only 63 kilometers from Nairobi, and also being 
diverse and representative of most Kenyan peoples. Meru and Murang’a Counties 
were selected because of their rural and remote location, it was necessary to access 
health care workers in urban as well as rural and remote locations.  
 
Feasibility and fieldwork challenges 
 The literature review (Chapter 2) highlighted the paucity of published studies 
on the Kenyan Health system in general and the mental health system in particular. 
Most studies on the mental health system undertaken in Kenya have been funded by 
overseas entities. These include organisations such as the Nuffield Trust in the UK 
(Muga & Jenkins, 2008b), the United States International Development Agency 
(USAID) (Rakuom, 2010), the WHO (Kimalu et al., 2004; Mwabu, 2004), Grand 
Challenges of Canada (Ndetei et al., 2015), Department of Foreign Affairs and 
International Development of the UK and Wellcome Trust of the UK (Jenkins et al., 
2013).  
 This study had no formal funding and the researcher being a part-time PhD 
Candidate, encountered a number of challenges including difficulties to raise the 
required funds to travel to Kenya and to undertake research. Travel between Kenya 
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and Australia is costly (over $3000 per return air fare) and substantial financial 
resources were required to enable in-country travel to nominated counties where the 
survey was to be undertaken, and to cover the costs for printing and distribution of 
questionnaires. Phase-III of the study was resource intensive because the pilot study 
was for a duration of two days and participants’ transport and catering needs were 
met by the researcher. The provisional budget before commencement of fieldwork 
was AU$35,000. The Researcher participated in a crowdfunding campaign through 
Pozible (a crowdfunding platform) that raised $8,570 towards the fieldwork costs 
(Appendix 4: Pozible Crowdfunding Campaign Summary) 
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Phase-I: Mental Health Services Gap Analysis for Kenya 
More than 10% of Kenya’s general population have common mental illnesses 
such as depression, anxiety or psychosis, and research suggests that there are high 
levels of unmet need in terms of diagnosis and treatment at the community level 
(Ndetei et al., 2009). The impact of mental illness on overall health burden, the 
community, and the individual are significant (Jenkins et al., 2015; WHO, 2001), and 
there is a pressing need to develop strategies to improve access to basic mental health 
assessment and care (Jenkins et al., 2015; Ndetei et al., 2009). In order to determine 
how best to prioritise and optimise existing mental health resources, it is important to 
have a clear understanding of the availability and type of mental health services and 
resources, and the current gaps in service delivery (Patel & Saxena, 2014). There is 
lack of research that has appraised current gaps in the Kenyan mental health system, 
or reported outcome data on mental health system performance (Jenkins et al., 2013; 
Saraceno et al., 2007). Over the past decade, much of the research on the Kenyan 
mental health system has been limited to investigations of services structure and 
integration of mental health services into primary health care services (Jenkins et al., 
2010c) and the prevalence of mental illness (Jenkins et al., 2012b). Other research 
has explored lack of mental health  policy and mental health plan (Kiima & Jenkins, 
2010b; Kiima et al., 2004a), and human resources for health and related brain drain 
to high-income countries (Ndetei et al., 2008; Ndetei et al., 2007a). While previous 
research has contributed in important ways to current understandings of mental 
health care in Kenya, the lack of detailed information on current service gaps 
precludes accurate assessment of how best to target finite resources to increase the 
capacity of Kenya to provide basic mental health care to its people at the community 
level.  The following sections of the thesis will report the methodology and results of 
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Phase-I of this study, which involved a gap analysis of the Kenyan mental health 
system.  
Research aims, research questions and research design for Phase-I  
Phase-I of the research was underpinned by the overall goal of identifying 
current service gaps in the Kenyan mental health system. The primary aim of Phase-I 
was to examine the Kenyan mental health system, including policies, legislation, and 
existing mental health services and resources to determine the extent to which they 
meet the WHO’s Mental Health Global Action Programme (mhGAP) (WHO, 2008b) 
criteria for adequate mental health care. A specific focus of the study was to identify 
the level and type of mental health services currently provided in primary health care 
settings, including the availability of human resources, consumer advocacy, and 
inter-sectoral collaboration. A secondary aim of the study was to elicit the 
perspectives of key informants on the barriers and enablers to improving access to 
mental health care in primary health care settings of Kenya.  
 
Research aim and questions 
The research aim for Phase-I was to identify current mental health care gaps 
at the national level in Kenya by determining the extent that the Kenyan mental 
health system meets the WHO’s mhGAP criteria.  
The following specific objectives were used to address Phase-I aim: 
1) Identify mental health policy and legislation spanning 10 years pertaining to 
mental health care in Kenya 
2) Ascertain current sources of funding for mental health care in Kenya 
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3) Identify the proportion of the population in Kenya that has free access to 
mental health services 
4) Quantify the current level and type of mental health resources in Kenya, 
including the number of inpatient and outpatient beds, community and 
primary care services,  psychosocial and rehabilitation services, and human 
resources  
5) Identify the extent to which different sectors in Kenya collaborate to enhance 
mental health access and prevent mental ill-health 
6) Attain the perspectives of Key Informants on current barriers and enablers to 
mental health access and care in Kenya 
The primary research questions used to meet the aim of Phase-I were as follows: 
i. To what extent does Kenyan mental health policies, legislations, and 
existing mental health services and resources meet the WHO’s mhGAP 
(2008) criteria for adequate mental health care? 
ii. What are the current gaps in mental health care in the Kenyan primary 
health care sector? 
iii. What do key informants identify as barriers and enablers to improving 
access to mental health care in Kenyan primary health care settings? 
iv. What do key informants identify as recent initiatives and developments 
that enhance mental health access and care in primary health care settings 
of Kenya? 
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Design 
An exploratory mixed-method study design using the WHO-AIMS (WHO, 
2008b), and a 10-item Key Informant questionnaire (Appendices 3.2 and 3.3 
respectively) were utilised in this study.  
 
Methodological triangulation 
Mixed method research is used widely in health services research, where a 
range of perspectives is required to best understand the often complex and 
multifaceted healthcare context (Creswell & Clark, 2007; Tariq & Woodman, 2013). 
The main rationale for using methodological triangulation in this research was to 
ensure that the study was as inclusive as possible of the multiple social, political and 
economic discourses that comprise current mental health service provision in Kenya, 
the literature review did not identify any studies on mental health care undertaken in 
Kenya that utilised methodological triangulation. Methodological triangulation 
involves using more than one research method or approach to study a phenomenon, 
(Bekhet & Zauszniewski, 2012; Tariq & Woodman, 2013). Jick’s (1979) seminal 
study defined methodological triangulation as using mixed research methodologies to 
study the same phenomenon, which produces greater accuracy and depth of 
knowledge through cross validation of findings. The effectiveness of triangulation 
rests in the potential for weaknesses in a single method being counter-balanced by 
the strengths of another (Jick, 1979). Adami and Kiger (2005) observe that in 
addition to its usefulness in confirming findings through cross reference, 
methodological triangulation facilitates research ‘completeness’ by collating 
evidence from different sources.  
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Setting 
The setting for Phase-I was the Ministry of Health headquarters in Nairobi 
where the Kenyan healthcare governance system teams are located.  The Ministry of 
Health is headed by a cabinet secretary and its function is to coordinate and provide 
resources that enable health services provision under Kenya Essential Package for 
Health, through Kenya’s six tier health system. The six-tier health system has 
primary health care as level one at the community level, with health service packages 
increasing in complexity to level six which constitutes tertiary referral hospitals (The 
structure of the current Kenyan health system was demonstrated in Chapter 1 Figure 
1.4). 
This research aimed to scope policies, legislation of mental health services in 
the Kenyan health system. Details about budgets and human resources were also 
sought. Under the current Kenya Health Policy, mental health services are provided 
at all levels of the healthcare system (Government of Kenya, 2012b, 2012c). The 
bulk of health services in Kenya are provided at the primary health care level (levels 
1-4) (Government of Kenya, 2012a). A key feature of the new Constitution of Kenya 
2010 has been implementation of a devolved system of government with one 
national government and 47 county governments (Government of Kenya, 2010a). 
The Ministry of Health  in Nairobi is the key authority on health services in 
Kenya (Government of Kenya, 2014). According to the 4th schedule of the 
Constitution 2010, the Ministry of Health has key mandate in health policy, health 
regulation, national referral facilities, capacity-building and technical help to the 
counties (Government of Kenya, 2010a, 2014). County governments manage county 
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health services, pharmacies, ambulance services, promotion of primary health care, 
hygiene and sanitation (Government of Kenya, 2012a). Research activities for Phase-
I utilised the WHO-AIMS to identify current mental health policies and plans for 
Kenya, mental health financing, mental health monitoring and research. Figure 4.5 
illustrates the health governance structure for Kenya, with indicative functions of the 
National and County governments. 
 
 
Figure 4.5 Kenya health governance at national and county level 
Source: Adapted from Kenya Health Policy 2012-2030 (Government of Kenya, 2012a) 
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Data collection and research instruments 
Phase-I research involved two methods of data collection. First, existing 
Kenyan mental health policies, plans, legislation, were identified through an 
exhaustive review of all web based documents (policies, legislation, planning 
documents), and relevant unpublished grey literature (and reference lists) was hand 
searched for relevant information. A scan of existing mental health resources was 
undertaken using the WHO-AIMS instrument (Appendix 5: WHO-AIMS 
Questionnaire) as the standard from which to identify minimum components 
necessary to provide ‘adequate mental health care’ in a LAMIC like Kenya. 
Secondly, a paper-based survey was undertaken using a supplement questionnaire 
(Appendix 6: Supplement Key Informant Questionnaire). Key Informants working in 
public, private and non-governmental organisations involved in mental health 
services in Kenya provided expert information on mental health access in Kenya, 
barriers and enablers to mental health care, and recent initiatives and developments 
in the area of mental health care. 
 
Research instruments 
 Phase-I pieces together data derived from multiple sources to ensure 
comprehensive identification of the gaps in mental health services in Kenya. 
Unpublished literature, government policies and strategic health planning documents, 
related government websites, and the WHO publications reporting on Kenya were 
reviewed. The WHO-AIMS instrument and Key Informant data were corroborated 
during analysis. Sources of data for Phase-I and data triangulation sources are shown 
in Table 4.2. 
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Table 4.2 Data sources Phase-I 
Research data 
Research method Items Author Ethics 
WHO Assessment Instrument for 
Mental Health Systems (WHO-
AIMS) (Saxena et al., 2007) 
155 WHO Kenya Medical Research Institute 
(KEMRI), Non-SSC Protocol Number 
416.  
 
Key Informant Interview Schedule 10 Self Deakin University Human Research 
Ethics Committee DHREC 2013-191 
Additional sources 
Title Type Author Online URL 
Kenya Health Sector Strategic Plan, 
(KHSSP-III) 2012-2018 
(Government of Kenya, 2012b) 
 
Policy GOK www.health.go.ke/?wpdmdl=276&ind
=3  
Resource needs for the Kenya 
health sector strategy investment 
plan; analysis using the OneHealth 
tool (Perales et al., 2015) 
 
Policy GOK/USAI
D 
http://www.healthpolicyproject.com/in
dex.cfm?id=publications&get=pubID
&pubId=161 
Kenya Health Policy (KHP), 2012-
2030 (Government of Kenya, 
2012a) 
 
Policy GOK https://www.mindbank.info/item/1914 
Kenya Master Facility List 
(KMFL), eHealth (Government of 
Kenya, 2010b) 
 
Online 
portal 
GOK http://www.ehealth.or.ke/facilities/ 
Kenya Health System Assessment, 
2010 (Luoma et al., 2010) 
 
Research 
report 
GOK/USAI
D 
https://www.hfgproject.org/kenya-
health-systems-assessment-2010/ 
WHO Mental Health Atlas (WHO, 
2011) 
Portal WHO http://www.who.int/mental_health/evi
dence/atlas/mental_health_atlas_2014/
en/ 
Kenya Demographic and Health 
Survey 2008-2009 (Statistics, 2009) 
 
Report KBS/ http://dhsprogram.com/publications/pu
blication-fr229-dhs-final-reports.cfm 
Norms and Standards for service 
delivery, 2006 (Government of 
Kenya, 2006) 
Policy GOK https://www.k4health.org/toolkits/ken
ya-health/norms-and-standards-health-
service-delivery-2006  
Kenya Mental Health Policy draft 2 Policy GOK http://ilakenya.org/mental-health-
policy-second-draft/  
 
 
A major criticism of instruments that assess healthcare performance is their 
lack of relevance to the context (Minas & Jorm, 2010; Thornicroft & Tansella, 
2004). Minas and Jorm (2010) have argued for alternative ways to generate evidence 
that is contextually relevant instead of relying on universal instruments that may 
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work for high resource settings but not poorer ones (Minas & Jorm, 2010). A number 
of instruments to assess components of mental health systems in developed countries  
exist, and they include Performance Indicators for Mental Health Trusts (UK), 
Mental Health Report Cards and Mental Health Indicator Scheme (USA), and 
European Community Health Indicators (EU) (Saxena et al., 2007a). These 
instruments were not considered suitable for this study because they have a different 
scope and objective which were not considered relevant for a low-income country 
like Kenya. The WHO-AIMS instrument and the 10-item Key Informant 
Questionnaire were used to collect Phase-I data.  
 
The World Health Organization Assessment Instrument for Mental Health 
Systems (WHO-AIMS) 
Information about country mental health systems is essential for planning 
mental health services, capacity-building and to reduce neuro-psychiatric disorders 
(Saxena et al., 2007a). The WHO-AIMS is an instrument designed by the WHO as a 
key component of Mental Health Global Action Program (mhGAP) (WHO, 2008b). 
The WHO-AIMS is designed to be used to collect information on the mental health 
system of a country region or district. The instrument is designed to collect 
information about mental health system components including mental health facility 
infrastructure, policy and legislation, financing, human resources, monitoring and 
research (WHO, 2008b). This is the first comprehensive instrument designed for 
assessment of key components of mental health systems in LAMICs. The first 
version of the WHO-AIMS instrument was pilot tested for clarity and feasibility in 
12 low-income countries including Kenya in 2003. Feedback from the pilot study 
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was used to revise the instrument; WHO-AIMS 2.2 was released in 2005 as a shorter 
version with six domains instead of ten, 28 facets, 155 items, a data entry program 
and a template for writing country/regional or reports (WHO, 2008b).  
The key domains of  WHO-AIMS (WHO, 2008b) are: 
1) Policy, legislative framework and financing (32 items)  
2) Mental health services (20 items)  
3) Mental health in primary health care settings (7 items)   
4) Human resources (11 items)  
5) Public education and links with other sectors (5 items)  
6) Monitoring and research (1 item) 
The WHO-AIMS contains quantitative items in which the measure is a number, a 
rate or a proportion and ordinal rating scale items in which categories represent a 
numerical range as percentage, such as, A=0%. B=1-20%, C=21-50% etc. (WHO, 
2009d). 
 
Data collection using WHO-AIMS instrument 
Sources of data using WHO-AIMS included secondary data sources, surveys 
and interviews with senior employees at the Ministry of Health (MoH) headquarters 
in Afya House, Nairobi.  
 
Sampling 
A key methodological challenge of conducting research in Kenya is accessing 
data (de Menil et al., 2014), mainly because of layers of authority and gatekeepers 
that have to be navigated in addition to ethical approval. Purposive sampling was 
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used to identify Key Informants in Kenya that could provide insight into the current 
organisation and resourcing of mental health care in Kenya. Inclusion criteria for 
Phase-I was purposeful targeting of specific resourceful persons identified through 
literature sources and government reports, and believed to have the required 
information about the Kenyan mental health system due to the positions they occupy 
within the Ministry of Health, and the private mental health providers in Kenya. In 
addition, the opportunity by the Researcher to spend time at the African Mental 
Health Foundation (AMHF) for a month in October 2014 yielded valuable networks 
and information on key actors in the mental health sector in Kenya. Phase-I data 
collection was undertaken by making initial contact with individuals in this network. 
Once they consented to participate in the research and through snowballing, 
additional contacts were made with potential participants. The process of Phase-I 
participant selection is described below. 
 
Procedure 
Key Informants in this study included government officials, academics, 
private practitioners, officials working in NGOs and faith-based organisations and 
involved in mental health services provision. To identify appropriate and resourceful 
participants, the following parameters were used: experience working within or 
alongside the Kenyan mental health system and access to information and/data on the 
Kenyan mental health system. Availability to participate as a Key Informant was 
evidenced by signed off Plain Language Statement and Consent Form (Appendix 7: 
Phase-I Plain Language Statement and Consent Form). 
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Plain Language Statement and Consent Forms 
The Plain Language Statement and Consent Forms used in all Phases of this 
study consisted of comprehensive information designed to inform the participant 
about key aspects of the research, which would allow individuals to make a decision 
whether or not to participate in the research. Information in the Plain Language 
Statement included: 
Introduction 
Purpose of the research project 
Role of the participant in the research 
Procedures  
Reimbursement 
Benefits and risks 
Follow-up 
Ethics approval and other authorisations 
Researcher contacts 
Participants were then required to provide consent to participate which also 
indicated they understood the process, risks and procedures associated with the 
research. Additional documentation that formed part of the consent form included 
verbal consent form, organisational consent form, and withdrawal of consent form. 
 
Data collection 
An additional layer of complexity in collecting Phase-I data was the gate 
keeping system within the Ministry of Health.  The Kenyan government mandates 
that only one nominated senior official is allowed to correspond with researchers in 
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instances where government owned data, policy and human resource information, or 
financing and health infrastructure data and/or information is required. Therefore, for 
this research, the WHO-AIMS questionnaire was completed by only one (nominated) 
participant who had also consented to participate in this research. 
Data for both WHO-AIMS and Key Informant Questionnaires were collected 
between 6th October and 27th December 2014.  Plain Language Statement and 
Consent Forms were sent to participants in late September, 2014. Sixteen participants 
(n=16) were invited to take part via telephone and email. Of these, ten participants 
(n=10) accepted the invitation by responding to the initial communication and 
completing a consent form. A follow-up telephone call was made to potential 
participants where a response to the initial invitation was not received within two-
weeks.  
Four participants opted to respond by completing an email survey. An email 
with a Survey Monkey link to the questionnaire was sent to participants and the 
average turnaround time for the four participants was three weeks before completed 
notification was received by researcher. The remaining six participants opted for a 
face-to-face interview and appointments were scheduled over a two month period 
during October and November, 2014. The interviews took place in mutually agreed 
venues with participants and ranged from participants’ place of work, cafés or hotels. 
The researcher provided each participant with a questionnaire at the beginning of the 
interview.  The participant provided responses to each of the questionnaire items, and 
the researcher recorded participant responses against each questionnaire items. All 
responses were in English. The number of respondents to Phase-I by sector 
(public/private) is shown in Table 4.3. 
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Table 4.3 Phase One Key Informants details by sector 
Location/area of work Sector Number of respondents 
National government Public 3 
County government Public 2 
Non-government organizations Private 2 
Tertiary education Public 1 
Consumer/advocacy Private 1 
Private practice Private 1 
Total 10 
 
Strengths of the data collection instrument 
The initial WHO-AIMS instrument was designed and piloted in collaboration 
with experts from LAMICs, and feedback from this process was used to improve the 
instrument, to enhance its relevance, feasibility and usefulness (Saraceno et al., 
2007). The instrument does not rely on sophisticated technologies for data collection, 
such as internet or telephone surveys, which makes it suitable for LAMICs like 
Kenya (WHO, 2008b). 
 
Key informant questionnaire 
A major limitation of the WHO-AIMS instrument is that while it has been 
reported to be effective in identifying gaps in a mental health system, it does not 
assess the possible reasons for those gaps (Hamid, Abanilla, Bauta, & Huang, 2008; 
Saxena et al., 2008). The Key Informant Questionnaire (Appendix 6: Supplement 
Key Informant Questionnaire) in this study was designed to supplement the data 
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attained using the WHO-AIMS, by gathering in-depth qualitative information from 
Key Informants on aspects of the mental health system not assessable using the 
WHO-AIMS instrument. The questionnaire sought participant views on current 
resourcing to mental health services in Kenya, information about the availability and 
type of services, and barriers and facilitators to accessing mental health services in 
primary health care settings.  
A draft schedule was developed and then reviewed in collaboration with 
researchers from the Mental Health Foundation (AMHF) in Nairobi, Kenya. The 
questionnaire consisted of 15 questions that were circulated to health administrators, 
academics and health professionals working with government and NGOs (n=8) 
around Nairobi for comment. A key aim of piloting the questionnaire was to assess 
the clarity, usability, and acceptability of the Key Informant questionnaire among 
targeted personnel. Participants in the pilot provided feedback over a two-week 
period an indicated that the questionnaire items were clear, easy to understand and 
culturally congruent. However, a common theme that emerged from the participants’ 
feedback was that 15 questions were too many considering the depth of the answers 
required. They also commented on some evidence of repetition in some questions. 
Feedback from this review process was used to refine the Interview Schedule further 
and the number of questions was reduced to 10. 
 
Data analysis 
Descriptive and statistical analyses of items in the WHO-AIMS domains 
were conducted. Content analysis method (Elo & Kyngäs, 2008; Krippendorff & 
Bock, 2007) was used to analyse mental health legislation, policy, procedure, and 
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service type and availability. Content analysis is a systematic method of quantifying 
and analysing phenomena (Elo & Kyngäs, 2008). The outcome of content analysis is 
concepts or categories that describe the phenomena being studied (Krippendorff & 
Bock, 2007). Content analysis approach is considered suitable for contexts, like 
Kenya where minimal research evidence exists (Elo & Kyngäs, 2008).  Thematic 
analysis (Halcomb & Davidson, 2006) method was applied to analysing 
questionnaire information recorded from participants.. This method of qualitative 
data analysis involves preliminary content analysis, secondary content analysis, and 
thematic review of all sub-study data. Figure 4.6 is a thematic analysis framework 
adapted from Halcomb and Davidson (2006) and used to guide analysis. 
 
Figure 4.6 Halcomb and Davidson's (2006) Thematic Analysis Model (Halcomb 
& Davidson, 2006) 
 Content from questionnaires was analysed and emerging themes on the state 
of mental health care in Kenya, including barriers and enablers were captured. The 
results from the WHO-AIMS gap evaluation and the Key Informant interviews are 
reported in the results chapter (Chapter 5). 
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Phase-II: Mental Health Literacy Survey 
Kenya is noted to have an extensive and well-structured PHC system that has 
delivered on important public health interventions such as a  reduction in infant 
mortality, enhancements to maternal child health and family planning services 
(MCH/FP) (Perales et al., 2015; Rakuom, 2010; WHO, 2009c). Other achievements 
have included reduction in the rates of HIV/AIDS, and eradication of polio and other 
childhood diseases (Campbell & Stilwell, 2008; Statistics, 2009; Wamai, 2009). The 
WHO’s Mental Health Global Action Program (mhGAP) (WHO, 2008b) 
recommends capacity-building of the existing health workforce as a key driver to 
improving mental health services in LAMICs. Given successes of the Kenyan PHC 
system (as discussed in Chapter 2) additional capacity-building of the PHC 
workforce to provide mental health services can help to improve access to mental 
health care. 
Phase-II of this study focused on using a Capabilities Approach to mental 
health capacity-building by exploring the mental health literacy of the primary health 
care workforce in selected counties of Kenya. The overall goal of Phase-II was to 
measure the level of mental health literacy in Kenyan PHC settings, and to identify 
potential gaps in current knowledge, attitudes and practice for the assessment and 
care of people with mental illness. The findings of the mental health literacy survey 
were used to inform a capacity-building mental health education program targeting 
PHC workers. 
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Background to mental health literacy surveys 
The concept of mental health literacy was developed by Anthony Jorm in the 
late 1990s in Australia (Jorm et al., 1997). This was in response to the lack of 
research and action to address the gaps in public knowledge and attitudes towards 
mental illness (Jorm, 2000).  Jorm et al (2006) define mental health literacy as 
‘knowledge and belief about mental disorders which aid their recognition, 
management and prevention’(Jorm et al., 2006, p. 3). Jorm (2000) published a 
seminal article that identified the key components of mental health literacy and 
highlighted its importance to the provision of mental health care. Jorm defines 
mental health literacy as: 
1) the ability to recognise different mental health problems or different types of         
psychological distress;  
2) knowledge about risk factors and causes,  
3) knowledge and beliefs about self-help intervention;,  
4) knowledge and beliefs about professional help available;  
5) attitudes which facilitate recognition and appropriate help-seeking; and  
6) knowledge of how to seek mental health information.   
        (Jorm, 2000, p. 396).   
Figure 4.7 adapted from O’Connor et al (2014), shows the key components of the 
mental health literacy framework with a demonstration of how knowledge, attitudes 
and recognition of mental illness are integrated (O’Connor & Casey, 2015). 
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Figure 4.7 The Mental health literacy framework (adapted from O'Connor et 
al., 2014) 
Phase-II research aims, questions and research design 
The main aim of the Phase-II research was to explore the mental health 
learning needs of the PHC workforce by using a mental health literacy survey. The 
primary research question used to guide Phase-II was: 
What is the current capacity (mental health literacy; including knowledge, skills and 
attitudes) for mental health care among health workers in primary health care 
settings of Kenya? 
 
Design 
The Phase-II study design was a cross-sectional mental health literacy survey 
(Cresswell, 2014) of PHC workers in four counties in Kenya. Jorm’s Mental Health 
Literacy Questionnaire (MHLQ) (Jorm et al., 2006) was used in the study.  The 
questionnaire was adapted and used with permission from the authors (Appendix 9: 
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Jorm’s MHL Questionnaire Approval Letter).  The version of the questionnaire used 
in Kenya for this research was renamed Kenya Mental Health Literacy Questionnaire 
(KMHLQ) (Appendix 8: KMHLQ for Phase-I1 & Phase-III).  
 
Setting 
The setting for Phase-II was 78 PHC facilities at Kenyan health system’s 
level II – IV (dispensaries, health centres and sub-County hospitals) in Meru, 
Murang’a, Nairobi and Machakos counties in Kenya.  
 
Phase-II research instrument 
A literature review was undertaken for Phase-II to identify appropriate 
research instruments that could measure current levels of mental health literacy in 
primary care settings in Kenya. The electronic databases Medline  PsychINFO, 
CINAHL, Cochrane Library, ERIC and Embase were searched using the key word 
terms mental health literacy; mental health knowledge, measures and psychometric 
properties to identify previous research investigating mental health literacy.  
A range of instruments widely used to measure mental health literacy were 
considered, including Mental Health Knowledge Schedule (MAKS), The World 
Psychiatric Association (WPA) “Open the Doors” (WPA-OD) Questionnaire (Wei, 
2017), the Mental Health Literacy Questionnaire (MHLQ) (Jorm et al., 2006) by 
Jorm and colleagues, Knowledge and Schizophrenia Questionnaire (KASQ) (Wei, 
McGrath, Hayden, & Kutcher, 2015). Others included Knowledge about Depression 
and Mania Inventory (KDMI) (Kronmüller et al., 2008), Adolescent Depression 
Knowledge Questionnaire (ADKQ) and Mental Health Knowledge Questionnaire 
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(MHKQ) (Burns & Rapee, 2006). A Key consideration in choosing a mental health 
literacy instrument for Phase-II was its ability to determine participant understanding 
of good mental health, mental illnesses and their treatment, stigma and 
discrimination and help-seeking efficacy, and be applicable for the Kenyan health 
setting.  
Jorm’s et al (2006) MHLQ was identified as the most appropriate instrument 
to address the aims of the Phase-II study because of its ability to comprehensively 
survey the mental health knowledge, attitudes and help-seeking efficacy among 
health care workers in Kenya. A key strength of Jorm’s MHLQ is the diverse 
questionnaire items and simple structure that allows adaptation for use with general 
populations (Marcus & Westra, 2012), health care workers (Wei et al., 2015), as well 
as a specialized mental health workforce (Yeo, Parker, Yap, & Mahendran, 2003).  
While no validity has been established for Jorm’s MHLQ, it has been used 
extensively including in settings similar to Kenya (Ganasen et al., 2008) and with a 
health workforce.  
Other instruments were not considered appropriate because of their narrow 
focus on specific disease conditions, whereas the focus of Phase-II was to assess 
broad understanding of mental health conditions and help seeking behaviours. The 
majority of Mental Health Literacy research identified in the literature has been 
conducted using Jorm’s (2000) MHLQ (Dahlberg, Waern, & Runeson, 2008; 
Ganasen et al., 2008; Lauber, Ajdacic-Gross, Fritschi, Stulz, & Rossler, 2005; 
Lawlor et al., 2008; Reavley, McCann, & Jorm, 2012; Yeo et al., 2003). Jorm’s 
questionnaire has been used widely in Australia (Jorm, 2009, 2012; Jorm, Kitchener, 
Fischer, & Cvetkovski, 2010; Jorm, Korten, Jacomb, Christensen, & Henderson, 
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1999; Jorm & Wright, 2007; Kelly, Jorm, & Wright, 2007), and internationally 
(Bourget Management Consulting, 2007; Dahlberg et al., 2008; Ganasen et al., 2008; 
Yeo et al., 2003). The utility of the instrument is evident in its application in research 
undertaken in diverse  cultures, such as Singapore (Parker, Chen, Kua, Loh, & Jorm, 
2000), Switzerland (Lauber et al., 2005) Sweden (Dahlberg et al., 2008) India 
(Cowan, Raja, Naik, & Armstrong, 2012; Kermode, Bowen, Arole, Joag, & Jorm, 
2010) and Pakistan (Suhail, 2005).  
Of particular relevance to this study is the fact that Jorm’s MHLQ has been 
used successfully in LAMICs such as India, Pakistan and Nigeria (Jorm, 2000; Jorm 
et al., 2006; Kermode, Bowen, Arole, Joag, & Jorm, 2009a; Suhail, 2005). In 
addition, Jorm’s MHLQ has been used successfully to measure mental health literacy 
levels in health professionals (Reavley & Jorm, 2012a) including PHC workers 
(Poreddi, BIrudu, Thimmaiah, & Math, 2015; Yeo et al., 2003), which is a focus for 
this study. A summary of published studies that have reported the use of Jorm’s 
MHLQ is included as Appendix (Appendix 10: Summary of studies that have utilised 
Jorm’s MHL Questionnaire). 
  
Jorm’s Mental Health Literacy Questionnaire: Instrument description  
Jorm’s original version of the MHLQ comprised a hypothetical vignette 
‘Mary’, who met the ICD-10 (World Health Organization 2000) and DSM-IV-TR 
(American Psychiatric Association 2000) criteria for schizophrenia, and 56 items: 
demographic information (six items), knowledge of and attitudes towards people 
with mental illness (47 items) and three open response items. The instrument was 
designed to measure the public’s level of knowledge about mental illness, including 
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how to access professional help, knowledge of self-help interventions, and current 
attitudes towards mental illness including levels of stigma.  The original 
questionnaire aimed to identify gaps in mental health literacy which could then be 
targeted with mental health promotion, education and awareness programs in the 
community. In a follow up study investigating the outcomes of the original 1997 
MHL study, Jorm et al. (2006) found that the poor mental health literacy levels 
observed in the public in the original study had improved on a number of measures 
over an eight-year period as a result of increased and targeted efforts to improve 
mental health literacy. 
Key variables for mental health literacy when the MHLQ is used are opinions 
from participants regarding a diagnosis that would best describe the person in a 
vignette, a recommendation of how that person can be helped and ratings for 
different treatments provided in the questionnaire (Kermode, Bowen, Arole, Pathare, 
& Jorm, 2009b). Beliefs regarding discrimination issues and socialization of the 
person with mental health problems are also explored (O'Reilly, Simon Bell, & 
Chen, 2010). O’Connor et al (2014) observed that Jorm’s MHLQ is easy administer 
to an individual or group and the results can be used to determine the individual or 
group’s mental health education needs (O'Connor, Casey, & Clough, 2014). 
 
Jorm’s Mental Health Literacy Questionnaire: adapted for Kenya 
Written permission was attained from Anthony Jorm, the MHLQ author, and 
Australasian Publishing to use the instrument in this study and to adapt it for use in 
Kenyan health settings (Appendix 9: Jorm’s MHL Questionnaire Approval Letter). 
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The adapted version was renamed Kenya Mental Health Literacy Questionnaire 
(KMHLQ) (Appendix: KMHLQ for Phase-II & Phase-III). 
The Kenyan version of the MHLQ was adapted to fit the specific aims for 
Phase-II, this included two written vignettes, each describing a person with either 
depression or a psychotic disorder as per current DSM-5 (American Psychological 
Association, 2013) criteria. The vignettes had a number of modifications to fit the 
Kenyan clinical context. 
Modifications on Jorm’s MHLQ for this research included the following: 
The two written vignettes were translated into Swahili, a universal language 
spoken and understood by most of the Kenyan population. This was also to ensure 
relevance with common clinical presentations in the Kenyan PHC setting, and some 
terms used in the statements were adjusted to fit the Kenyan cultural context. For 
example, Anglo-Saxon names of the persons in the vignette were changed from 
‘Mary’ and ‘John’ to Akoth and Maina, both common Kenyan female and male 
names, respectively. The two vignettes as used in Jorm’s MHLQ are presented in 
Box 4.1 (depression vignette) and Box 4.2 (schizophrenia vignette). 
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Box 4.1 Depression vignette 
Box 4.2 Schizophrenia vignette 
The person described is not a real person, but there are people who are very much like her. 
 
Akoth is 30 years old and was fine until six months ago when she began to feel tired all the time. 
She says that she is sad and has lost interest in life. Even her children and family don’t make her 
feel happy. She cannot sleep and she has lost taste for food which she used to love, she has also 
lost interest in cooking because she cannot concentrate. Sometimes she feels like hanging herself 
or taking a pesticide to end her life. 
 
(Swahili version) 
Akoth ana miaka therathini (30) na amekuwa na afya nzuri hadi miezi sita iliyopita alipoanza 
kujisikia mnyonge na mwenye uchovu wakati wote. Akoth anasema ana huzuni na hana tamaa ya 
kuishi, hata watoto na familia yake hawamfurahishi. Ana shinda kupata uzingizi na hata chakula 
hakimpendezi, hawezi kupika kwa sababu anajisikia mnyonge kila wakati. Nyakati zingine, 
amefikiria kujiua kwa kujisulubisha au kunywa sumu. 
 
The person described here is not a real person, but there are people who are very much like him. 
 
Maina is 21 years old and is not married. He used to regularly help his father work on the farm, 
but for the last 10-15 days he has not been going to work. For the last 2-3 months he has been 
staying alone and aloof. He has not been bathing regularly and sometimes he becomes 
aggressive for no apparent reason, and once he even tried to hit his parents. He never used to 
behave in this way. On several occasions his father has found him talking to himself when nobody 
else was around. He has become suspicious of others and says that people are talking about him 
and that some people are keeping watch on him. For the last one week he has refused to eat food 
as he suspects his food is being poisoned by the neighbours. But his father refutes any truth in his 
suspicions. 
 
(Swahili Version) 
Maina ana miaka ishirini na moja na hajafunga ndoa bado. Alikuwa anamsaidia baba yake na 
kazi shambani lakini kwa siku kumi au kumi na tano silizopita, hajakuwa akienda kazini. Kwa 
muda wa miezi tatu amekuwa akikaa kivyake, hali yake ya usafi iko chini na anakasirika bila 
sababu, hivi karibuni alijaribu kuwapiga wazazi wake. Hii si tabia ya kawaida kwa Maina, baba 
yake amemkuta akijiongeleza peke yake bila ya mtu mwingine kuweko, pia anawashuku watu 
huku akisema wanamsema na kumsusia. Kwa muda wa wiki moja sasa, amekataa kula chakula 
huku akisema anahofu kuwa kimwekwa sumu na majirani. 
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Both vignettes had a validated Swahili translation consistent with the 
assessment language commonly used by clinicians in PHC settings in Kenya. Swahili 
translation was validated by a Swahili linguistic expert at the University of Nairobi 
and piloted with participants at Mathari hospital in Nairobi.  Participants were either 
allocated a depression or schizophrenia vignette. 
Other changes to Jorm’s MHLQ to fit the Kenyan context were as follows: 
Item 8: This is a demographic information item that required participants to indicate 
their highest level of education. To fit the current and past Kenyan education 
structure; ‘completed Form Four’ and ‘completed Form Six’ were included instead of 
‘high school’ as in the original questionnaire. 
Item 9: A demographic information item in the questionnaire where participants 
were asked to indicate their profession and role within the Kenya health system. 
‘Clinical Officer’, i.e. a mid-level clinician in the Kenyan health care system with 
assessment, diagnosis, and prescribing roles in the PHC level, was added to the list of 
health workers. 
Item 13: In this item, respondents are asked what the likely diagnosis of the person 
described in the scenario could be. A range of diagnoses are provided using a 
multiple choice format and respondents are required to choose the correct diagnosis. 
HIV was included because it is a high prevalent disorder in Kenyan PHC settings, 
and also associated with as much stigma as mental illness (Rakuom, 2010). 
Item 16: In the list of people that could be helpful for a person with mental illness, 
‘witch doctor’, ‘traditional healer’ and ‘faith healer’ were added, consistent with 
informal practitioners that are involved in treating people with medical and mental 
conditions in Kenya. 
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To ensure internal validity, the adapted KMHLQ was then pilot tested at 
Mathari Hospital in Nairobi with 11 participants.  Participants in the pilot study were 
representative of the PHC workforce.  The participants in the pilot study provided 
feedback on the clarity, usability, and general feedback on the KMHLQ.  Feedback 
from the pilot test included lack of relevance for some of the terms used in the 
instrument, for example ‘snap-out’ which meant someone had the ability to control 
and get over symptoms of their illness, and Anglo-Saxon names used in the 
instrument vignettes.  Following feedback from the pilot test, the wording of item 23 
was changed. 
Item 23: In the original MHLQ, the title of this item stated, “People with this kind of 
problem can snap-out-of-it if they wanted.”  Although the term ‘snap-out-of-it’ is 
used commonly and in a stigmatising way for people with depression and anxiety in 
Western contexts, this term has no common parlance in the Kenyan context and was 
therefore changed to ‘recover’, as this was considered more culturally relevant.  
 
Surveying mental health literacy using the KMHLQ. 
 Jorm’s MHLQ was designed to enable identification of participants’ 
knowledge, and beliefs about mental health problems which aid their recognition, 
management and prevention (Jorm et al., 2006). The adapted KMHLQ retained these 
properties on the adapted version of the questionnaire. Items assessing knowledge, 
help seeking and attitude behaviours were included in the KMHLQ. The focus of 
questionnaire items was on a clinical vignette as shown in the following examples: 
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To establish whether participants had the necessary knowledge to assess, 
diagnose and plan care for people with mental illness, participants were asked 
questions such as; 
- What would you say is the likely diagnosis of the person described in this 
scenario? 
- How do you think the person described in the scenario can be helped? 
To gain better understanding of how participants would manage a client with 
complaints similar to those described in the scenario, participants were asked; 
- Do you think the following different medicines are likely to be helpful, 
harmful or neither to the person described in this scenario? 
- Do you think the following treatments are likely to be helpful, harmful or 
neither for the person described in the scenario? 
To establish participant awareness of prognostic factors for mental illness questions 
such as these were asked; 
- What would be the likely result if this person received the sort of help you 
think is most appropriate? 
- What would be the likely result if the person described in this scenario did 
not receive the sort of help you think is most appropriate? 
To gauge participants’ attitudes towards people with mental illness, questions such as 
the following were asked, 
- Please indicate how strongly you agree or disagree with the following 
statements: 
 People with the kind of problem described in the scenario could recover if 
they wanted 
 The kind of problem described in this scenario is a sign of personal 
weakness 
 People with the kind of problem described in this scenario are dangerous 
to others 
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 It is best to avoid people with the kind of problem described in this 
scenario 
 I would not be willing to be a neighbour or to socialise with a person with 
the kind of problem described in the scenario 
 
The, majority of items in the KMHLQ had options for participants to choose 
or respond using a Likert scale to indicate the degree with which they agreed or 
disagreed with the statement. For more information on the KMHLQ and 
questionnaire items please Appendix 8: KMHLQ for Phase-II & Phase-III. 
 
Participants  
Participants in Phase-II were PHC workers including doctors, registered 
nurses, enrolled nurse and clinical officers. Participants were recruited from 78 level 
II-IV (level II = dispensary, level III = health centre and level IV = sub-county 
hospital) of the health system in Murang’a, Machakos and Nairobi Counties in 
Kenya. The participants’ usual roles included delivery of health care services 
outlined in the Kenya Essential Package for Health (KEPH) (Government of Kenya, 
2006), which  includes assessment and diagnosis of minor ailments, maternity 
services, oral health, immunization, mental health, health education, routine 
laboratory tests and referral (Government of Kenya, 2006, 2012a; Rakuom, 2010). 
 
Participant recruitment and data collection 
Inclusion criteria 
 To participate in Phase-II of the study, participants had to have received 
formal training in a health discipline and obtained employment in the Kenyan public 
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health system as registered nurses, enrolled nurses, nurse educators, medical doctors, 
or other approved professional health category.  Participants also had to volunteer to 
participate in this study and sign the Plain Language Statement and Consent Form 
(Appendix 11: Phase-II Plain Language Statement and Consent Forms). 
 
Exclusion criteria  
 Eligibility criteria required participants to be employed in the Kenyan public 
health system.  Primary health care workers employed in the private sector, which 
included NGOs, faith-based organisations, humanitarian health agencies and for-
profit health care organisations’ were excluded from this study.  Employees in the 
private sector were not eligible because of varying practice conditions, resources, and 
health care standards that are vastly different from the public health sector where the 
majority of Kenyans access their health care.  
Potential participants in eligible health services from the four counties were 
recruited via the distribution of the KMHLQ and the Participant Information and 
Consent Form to the included sites. Due to the unreliability of the postal services in 
the counties, the researcher hand delivered the survey packages (KMHLQ and the 
Plain Language Statement and Consent Form) to the coordinator at the County level 
and a research assistant hand delivered the remaining surveys to PHC facilities in 
each of the four counties. This was the approved recruitment process from Deakin 
University’s Human Research Ethics Committee and the Kenya Medical Research 
Institute (KEMRI) Ethics Committee. The surveys were divided into two equal 
batches, with both the schizophrenia and depression versions allocated to participants 
in each health facility. This entailed allocation of an equal number of depression and 
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schizophrenia questionnaires to each health facility, and the survey packages were 
then handed out to participants in no specific order. A two-week period was 
stipulated for the completion of the questionnaires, after which time they were hand 
collected by the researcher and research assistants. While research coordinators in 
Machakos and Meru were able to meet the two-week turnaround period, those in 
Murang’a and Nairobi took 4-6 weeks to return completed questionnaires because of 
logistical difficulties and lengthy administrative clearances required before 
participants could complete and return the questionnaires.  
Participant data was coded and entered into a premium version of Survey 
Monkey as it was received by the researcher. The Premium version of Survey 
Monkey is a paid version that utilizes password and encryption technology to ensure 
data security and integrity (Massat, McKay, & Moses, 2009). Data collection and 
coding were done on a laptop or iPad in the field or in hotels by the researcher. It was 
necessary to capture and upload data to a secure network as it became available to 
ensure security and reduce the risk of data loss whilst in the field. This process also 
ensured that supervisors in Australia could monitor progress of data collection and 
offer advice as required. 
 
Data analysis 
The data analysis strategy used in previous studies using Jorm’s MHLQ 
involved descriptive and inferential statistical analysis (Caldwell & Jorm, 2001; 
Griffiths, Christensen, & Jorm, 2009; Lawlor et al., 2008; Reavley et al., 2012). The 
Statistical Package for Social Sciences (SPSS) (Version 21.0) (International Business 
Machines, 2012) was used to analyse quantitative data. Statistical significance for all 
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tests was set at 5% (p<0.05). Demographic data (age, gender, marital status) and 
educational and professional background (profession, qualification, experience and 
professional development) were analysed using descriptive statistics to produce 
frequencies and percentages. Associations between professions, years of experience, 
professional development, and schizophrenia/depression literacy, were analysed by 
means of comparative analysis. Descriptive analysis for knowledge, attitudes and 
practices for each professional category (e.g. doctors, nurses and clinical officers) 
based on years of experience and continuing professional development for mental 
health care were calculated. Chi-square tests (x2), McInemar and McInemar-Bowker 
Tests were used to compare differences in recognition of depression/schizophrenia 
by professional category. Mann Whitney and Kruskall Wallis tests were used to 
determine whether responses were affected by professional category, area and 
location of practice (County), length of practice or previous experience with mental 
illness.  
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Phase-III: Mental Health Education Program (Pilot) 
The high prevalence of mental illness juxtaposed against the scarcity of 
mental health resources in LAMICs underscores the need for mental health literacy 
educational  programs targeting PHC providers (Atilola, 2015a). Mental illness is 
highly prevalent in Kenya (Ndetei et al., 2015) and mental health problems are 
therefore encountered commonly in Kenyan PHC settings (Saxena et al., 2011; 
WHO, 2008a). Findings from the Phase-I study identified a number of gaps in mental 
health care in Kenya, with shortage of human resources as the most prominent.  
Primary health care systems are crucial in essential health services including 
mental health care (Patel, 2009), yet, there is limited research reporting the current 
capacity of Kenyan primary care settings to provide adequate mental health 
assessment and care for their communities (Jenkins et al., 2010b). The preliminary 
findings from the Phase-II study indicated that PHC workers in Machakos, Nairobi 
and Murang’a Counties of Kenya have limited mental health literacy in respect to the 
assessment and diagnosis of depression and schizophrenia, the possible causes of 
mental illness, and helpful strategies with which to assist people experiencing 
symptoms of mental illness.   
Previous research in settings similar to Kenya have indicated that mental 
health education programs targeting skills and knowledge can be effective in 
improving mental health literacy in health worker populations (Jenkins et al., 2013; 
Makaunjola et al 2012). In a Nigerian study Makaunjola et al. (2012) evaluated a 
pilot mental health education program designed to assess knowledge and attitudes of 
trainers of community health workers. A pre and post-test design was used to 
examine the impact of the education program on participants’ knowledge and 
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attitudes. The study reported significant improvements in participants’ mental health  
knowledge and attitudes following completion of the program (Makanjuola et al., 
2012). The study was limited by its small sample size (n=24), and the lack of follow 
up research on whether the improved mental health literacy reported in the study 
resulted in improved consumer care. It is unknown if this study resulted in increased 
mental health capacity in Nigerian primary care settings (Makanjuola et al., 2012).  
Jenkins et al (2013) undertook a quasi-randomised controlled (pilot) study in 
Nyanza province of Kenya to investigate effectiveness of a mental health in-service 
training programme among health workers. The study aimed to assess participants’ 
mental health knowledge and skills following an in-service mental health education 
program and the impact of the programme in enhancing their capacity for correct 
diagnosis. The intervention group reported improvements in communication, 
diagnostic and counselling skills, while the control group reported a lack of or low 
levels of the same skills (Jenkins et al., 2013).  
 
Phase-III research aim, questions and research design 
The main aim of Phase-III was to develop and test a mental health 
educational program designed to improve the mental health care capacity of 
PHCworkers.  The research question used to guide Phase-III was: 
Can a mental health literacy program implemented at the Kenyan primary health 
care level improve the mental health literacy and capacity of Kenyan primary 
healthcare workers? 
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Design 
A pre-test, post-test pilot study design using a cross-sectional mental health 
literacy survey (Jorm et al., 2006) was used to meet the aims of the study. Pre-
test/post-test research designs are used commonly in educational research to measure 
educational outcomes arising from modifications in the learning process (Dugard & 
Todman, 1995). 
 
Setting 
The setting for Phase-III was Meru County, the 6th largest town in Kenya 
located on the slopes of Mt Kenya and just under 280kms north east of Nairobi. 
Meru was chosen as the preferred setting for Phase-III pilot study for feasibility 
reasons; i.e. being relatively far from the capital city Nairobi, and following a 
number of quotes on the cost to host the two-day training, Meru was the cheapest of 
the four counties. Another advantage in choosing Meru County was the availability 
of networks among health executives in Meru County who were willing to facilitate 
participant recruitment and subsidized use of a training facility at the Kenya Medical 
Training College – Meru campus.  Participants were drawn from 12 public PHC 
facilities (dispensaries, health centres and sub-county hospitals) of Meru.  
 
Participants 
 Eligibility criteria to participate in the Phase-III pilot program was 
employment in the public sector as a PHC worker (doctor, nurse or clinical officer) 
in either of the level II-IV (dispensaries, health centres or sub-county hospitals) 
facilities within the Ministry of Health in Meru County. For feasibility and cost 
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reasons, the researcher aimed to recruit 30 participants for the study. Participants in 
this study were self-volunteers who responded to a flyer (Appendix 12: Phase-III 
KMHEP Invitation Flyer) inviting them to participate in the two-day training 
program. 
 
Participant recruitment  
The original invitation to participate in the study was   conducted by 
telephone; the researcher contacted PHC services in Meru County to explain and 
promote the study. To maximise participation, potential participants were offered 15 
hours equivalent in Continuing Professional Development  points, a certificate of 
attendance (Appendix 13: Phase-III KMHEP Certificate of Attendance), and 
reimbursement of transport costs to the training location at Kenya Medical Training 
College in Meru. 
 An invitation to participate in the study (See Appendix 12: Phase-III 
KMHEP Invitation Flyer) and consent forms (Appendix 14: Phase-III Plain 
Language Statement and Consent Forms) were then sent by mail to 30 health care 
workers who responded to the initial call to participate. Of the 30 participants, 23 
attended the two-day training. The final cohort of 23 participants was representative 
of most regions of Meru County; participants were employed in primary health 
services in the sub-Counties of Giaki, Muthaara, Maua, Kangeta, Miathene and 
Igembe. 
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Sample  
Purposive sampling was used to identify a representative group of 23 PHC 
workers to participate in the pilot-test of the Mental Health Literacy education 
program. Previous, similar research (Jenkins et al., 2013; Makanjuola et al., 2012; 
Mbatia, Shah, & Jenkins, 2009) have used sample sizes of between 18 and 50 
participants.  
 
Data collection  
 Two training facilitators, a psychiatrist and a registered nurse working in the 
office of the Meru County Public Health Office were recruited to facilitate the two-
day training. Prior to commencement of training, the two facilitators had a 2X2 hour 
briefing and induction with the researcher to ensure familiarity with all aspects of 
pre- and post-training assessment. A Phase-III purpose developed Kenya Mental 
Health Education Program-pilot (KMHEP-pilot) (Appendix 15:Phase-III KMHEP-
pilot) was used in the pilot. Prior to commencement of the pilot project, training 
expectations were explained and facilitator questions answered, copies of the 
facilitator manual and participant booklet were provided to the facilitators so that 
they had prior knowledge of program content and activities. On arrival to the training 
facility, participants were welcomed and introduced to the training facilitators and 
the researcher. The roles of the facilitators were explained and brief background 
information about the two facilitators and the researcher was provided to the 
participants. The training schedule afforded participants the opportunity to introduce 
themselves and to elaborate on their professional role in the Meru County PHC 
system. 
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 The schedule for the two-day training program (Appendix 15: Phase-III 
KMHEP-pilot) was made available to the participants prior to commencement of 
training. Day One commenced with a pre-training focus group. In this two-hour 
session, introductions and a pre-test with the KMHLQ to determine pre-training 
baseline mental health literacy was undertaken. Day Two program involved training 
facilitation with presentations, group activities and role plays on mental health care 
content, as outlined in the KMHEP-pilot. At the end of Day Two, there was a two-
hour post-training focus group to conclude the two-day training program. Activities 
of the focus group included facilitator and researcher opportunity to respond to 
participants’ questions, evaluation of the two-day program, presentation of 
certificates, and completion of a post-test with the KMHLQ. 
 
 The Mental Health Education Program  
A Mental Health Education Program (MHEP) first used by Kermode et al 
(2009) was adapted with permission from the authors, for use in this study. The 
original MHEP titled ‘An Introduction to mental health: Facilitator’s manual for 
training community health workers in India’ (Kermode et al., 2009b; Raja et al., 
2009) was developed by researchers at the University of Melbourne’s Nossal 
Institute for Global Health, in collaboration with Basic Needs (UK). This education 
program consisted of a facilitator and participant manual with basic mental health 
information targeted to community health workers in LAMICs. There were 
illustrations and workshop exercises relevant to the Indian context where the 
program was initially implemented.  
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The training program was adapted (with permission) for the Kenyan context. 
The original training program’s clinical content, activities, and language were 
modified to ensure relevance to the Kenyan PHC context.  Additional clinical 
content, including assessment and risk related information was added to the program, 
information on mental health problems and their management, basic information on 
psychopharmacology and referral pathways relevant to the Kenyan health context 
were included. The program was scaled down in content and activities from a four-
day to two-day model because it fitted the purposes of the pilot study. Additionally, 
there were limited financial resources to run the full version of the program.  
The Kenyan version of the training was adapted to be delivered using a ‘train-
the-trainer’ model because a key rationale of mental health capacity-building for 
Kenya is task-shifting, which involves people with mental health care skills training 
their peers. The final version after adaptation was re-named Kenya Mental Health 
Education Program-pilot (KMHEP-pilot).  A participant manual and a facilitator 
manual were developed from this package (Appendix 15: Phase-III KMHEP-pilot), 
and was structured into five learning modules: 
- core concepts of mental health problems and their impacts on physical health 
and social and economic wellbeing;  
- core mental health care skills including assessment, communication, mental 
state examination, risk assessment and dealing with aggression and self-harm 
in clinical settings; 
-  helpful interventions in the clinical setting for people with mental illness 
including medications;  
- exploring unhelpful interventions and practices in the clinical setting;  
- introducing the concept of Mental Health First Aid; and 
- introducing mental health promotion. 
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The adapted KMHEP-pilot was reviewed for relevance by a researcher and 
executive officer at Basic Needs (UK) Kenya office, and their feedback was 
incorporated in the development of the final version of the KMHEP-pilot use in this 
study.  Table 4.4 presents a summary of the structure and content of the KMHEP-
pilot. 
Table 4.4  Structure and content of the Kenya Mental Health Education Program -
Pilot 
Learning module             Topics 
Introduction to mental health              Factors affecting mental health 
             DSM-5 mental illness categories 
             Symptoms of common mental health problems 
             Psychiatric emergencies in the primary health care setting 
 
Practice-based skills              Responding to people with unexplained physical symptoms 
             Kenya primary health care drug formulary/package 
             Managing self-harm and suicidal behaviour 
             Managing aggression in the clinical environment 
             Referring to mental health professionals 
              
 
Mental health interventions              Psychopharmacology and managing side effects 
             Recovery approaches to care 
             Psychosocial rehabilitation 
             Psychotherapy 
             Crisis intervention 
 
Mental health first aid              Principles Mental Health First Aid 
             Common mental health problems  
             Mental health resources for Kenya 
             Consumer/peer support systems in Kenya 
              
Mental health promotion              Introduction to mental health promotion 
             Stigma and discrimination 
             Poverty and mental health 
             Human rights and mental health 
 
Adapted with permission from the Mental Health Education Program (Kermode et al 2009) 
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Delivering the Kenya Mental Health Education Program-pilot  
The Kenya Mental Health Literacy Questionnaire (Appendix 8: Kenya 
Mental Health Literacy Questionnaire for Phase-II & Phase-III) used in Phase-III of 
this study was administered to all training participants on the first day prior to 
commencing the training program by the researcher. 
The education program was delivered over two consecutive days at the Kenya 
Medical Training College in Meru by a registered nurse and a psychiatrist. The 
program involved facilitator led presentations on mental health knowledge and skills, 
and workshop-style group activities.  The sessions comprised theoretical content on 
mental health problems that was delivered using a problem-based learning approach 
(Garson, 2012). A series of case studies and scenarios involving people with a range 
of mental health problems was used to facilitate participant learning on how to 
identify and respond to various types of mental illness. Role-plays, video and 
diagrams were used to explain concepts further, and to facilitate participant 
engagement and peer-to-peer learning. A one-hour lecture on the role of the PHC 
worker in mental health care in the Kenyan PHC system was also presented by Dr 
Peterson Muriithi from the School of Public Health at Nairobi University. On 
completion of the training program the KMHLQ was again administered to all 
participants. Feedback on the participants’ experience of the pilot was collected via 
response to reflection questions at the end of training. All participants (n=23) 
attended both days of the training program, and the researcher was present and made 
field notes for the duration of two-day training program. 
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Data analysis 
Survey data were  analysed using SPSS Version 22.0 (International Business 
Machines, 2012). Descriptive statistics were used to describe the sample 
characteristics. McNemar’s test was used to assess mental health literacy levels in 
relation to recognition of depression and schizophrenia before and after the KMHEP. 
Primary analysis involved using univariate statistics to describe the responses to the 
variables in the survey pre- and post-training.  
The Wilcoxon Signed Rank Test was used to measure participants’ mental 
health literacy levels before and after the KMHEP. This Test is designed for use with 
repeated measures where participants are measured on two occasions or under two 
different conditions; it can also be used where subjects are matched on a specific 
criteria (Pallant, 2013). Wilcoxon test is the non-parametric alternative to the 
repeated measures t-test, however, instead of comparing means, the test converts the 
scores to ranks and compares them at Time 1(pre) and Time 2 (post). In this study 
scores were ranked and compared before and after the KMHEP (Pallant, 2013). 
Table 4.5 shows the test interval before and after the intervention. 
Table 4.5  Pre- and post-test design schedule 
 Day One Day Two Total 
Pre-test 45 minutes - 45 minutes 
KMHEP 7 hours 7 hours 14 hours 
Post-test - 45 minutes 45 minutes 
Total 7hr 45 minutes 7hr 45 minutes 15hr 30 minutes 
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Qualitative survey items were collated and analysed using thematic analysis 
framework (Halcomb & Davidson, 2006) shown in Figure 3. Pre- and post-training 
responses were analysed separately. 
Human research ethics and other approvals 
As the researcher was based in Australia and undertaking research in Kenya, 
a two-pronged ethical approval process was followed for this study. Initially ethics 
approval was obtained from Deakin University’s Human Research Ethics Committee 
(DUHREC 2013-191) (Appendix 16: Deakin University Human Research Ethics 
Committee (DUHREC) Approval Letter). The approval letter and documentation 
from DHREC was used to lodge an ethics approval submission with the Kenya 
Medical Research Institute (KEMRI), via Africa Mental Health Foundation (AMHF), 
who were the local surrogates for this research. Professor David Ndetei (AMHF) was 
Field Supervisor for the researcher and helped facilitate the ethics application process 
to KEMRI. Ethics approval to undertake the study for one year (renewable) was 
granted by KEMRI (KEMRI Non-SSC Protocol Number 416) (Appendix 17: Kenya 
Medical Research Institute (KEMRI) Ethics Committee Approval Letter).  
Following ethics clearance from DUHREC and KEMRI, other approvals 
were required to undertake this research in Kenya, these included a letter of approval 
from the Director of Medical Services (DMS) Ministry of Health in Nairobi, Kenya 
(Appendix 18: Director of Medical Services Research Authorisation Letter). Also a 
letter of approval from the Director of Health in Machakos County (Appendix 19: 
Machakos County Research Authorisation Letter) was issued for Phase-II. Figure 4.8 
shows the timeline of ethics and approvals for this research including data collection 
milestones. 
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Figure 4.8 Ethics, approvals and research timelines 
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Limitations of the Study 
 While Phase-I utilised a range of methods to identify gaps in mental health 
care in Kenya, a number of limitations can be acknowledged. These include 
excessive bureaucratic processes that made it difficult for the researcher to access 
appropriate personnel to complete the WHO-AIMS instrument or to participate in the 
study as key informants. The Kenyan health care system also appears to have 
multiple official and unofficial confidentiality clauses that makes it difficult for civil 
servants to engage in open discussion of aspects of the system.  A number of Key 
Informants deferred responses to some questions, indicating that they would check 
with their supervisors to confirm if they could provide certain information that was 
being asked about their role.  It was clear during the research process that some of 
the participants were not familiar with research processes despite having consented 
to it. Some appeared to conflate it with evaluation of their role, and therefore, only 
provided limited information.  
  Despite having been trialled in a number of LAMICs (including Kenya) prior 
to its launch, the WHO-AIMS instrument has a number of limitations.  The fact that 
it was primarily developed in Western settings for use in LAMICs, some 
assumptions made are based on the Western biomedical model (Hamid et al., 2008). 
One example is the WHO-AIMS failure to capture informal mental health care 
practitioners such as traditional healers and faith healers who are commonly found in 
LAMICs, including Kenya. Despite its use in many LAMICs, no validity data is 
available for the WHO-AIMS instrument (Saxena et al., 2008). A further limitation is 
that the Phase-I data collection may also have been limited by the relatively short 
amount of time that the researcher was able to spend in Kenya (approximately4 
months). Considering bureaucratic processes and approvals required to access key 
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personnel at the Ministry of Health, it is possible that if more time was spent 
contacting and scheduling meetings with key personnel, more results and a more 
complete the WHO-AIMS instrument may have been achieved.  
 Although Jorm’s MHLQ used in Phase-II has been previously used in a 
number of surveys and its effectiveness to assess mental health literacy is reputed 
and widely published (Armstrong et al., 2011b; Consulting, 2007; Kermode et al., 
2010; Lawlor et al., 2008; Marcus & Westra, 2012; Reavley & Jorm, 2012a; Yeo et 
al., 2003), to-date there has been no validity data on the instrument. Confirmation of 
validity data for the instrument was sought from the publisher in June 2016 but none 
was available at the time. An additional limitation of the MHLQ relates to its 
appropriateness as a Western, medical model oriented instrument being used in a 
LAMIC like Kenya, which has a different explanatory model for mental illness and 
approaches to care for the mentally ill.  Despite the lack of validity data, the 
MHLQ’s validity was enhanced by is adaptation for the Kenyan context, and pilot 
testing prior to use in Kenya.  
Effective uptake of the KMHLQ in Phase-II may have been limited by a 
number of factors.  Some rural areas of Machakos and Murang’a Counties were 
inaccessible due to the prevailing rainy season, which rendered some roads unusable 
to access participants or collect completed questionnaires on time.  The researcher 
also relied on County health administrators to facilitate distribution of the surveys. 
This was often done by government vehicles and it was frequently reported that due 
to breakdowns and poor maintenance, vehicles were not available to deliver the 
survey packages to facilities located beyond 100 kilometres of the County health 
headquarters. This problem had been anticipated and as a back-up funds received 
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from the crowd funding campaign - Kenya Healthy Minds - met 50% of transport 
and researcher field costs for Phase-II. 
 Potential limitation for Phase-III was a small convenience sample size 
(n=23), however, this Phase was a pilot with an aim to develop and pilot test a 
mental health education program for PHC workers.  Another limitation was the 
potential for recall bias as there was only a two-day period between the pre-test and 
post-test, following the KMHEP. All participants in this Phase-III pilot were self-
volunteers following an expression of interest that was sent out to health facilities in 
Meru County via a flyer. It is possible that volunteers had an existing interest in 
mental health care and may not necessarily be representative of the average PHC 
worker in Meru County. 
 The researcher, being a native of Kenya but living overseas had an 
insider/outsider role in this research.  While the researcher was aware of this fact 
from the outset, it is generally acknowledged that having an insider/outsider role in 
research can impact on reflexivity and objectivity (Leedy & Ormrod, 2005). It is also 
important to acknowledge the positive impact researcher background, culture and 
values may have had on how this research was conceptualised, implemented, and 
reported, including advantages of advance knowledge of Kenyan culture and health 
landscape. 
 Finally, another limitation was the lack of follow-up with the Phase-III 
participants. While the MHEP was noted to have positive impact on participants’ 
knowledge, recall bias is a potential issue.  Claims of effectiveness of the MHEP as a 
capacity-building measure could have been enhanced if a three or six monthly 
follow-up was planned. 
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Nonetheless this study’s strengths balance these limitations. The use of a  
multi-phase, mixed-method design enabled multidimensional view of current issues 
that hinder effective mental health services provision in Kenya. More specifically, 
data triangulation for Phase-I findings enabled additional insights that could not be 
obtained using the WHO-AIMS on its own. Another strength of this study was using 
Phase-I and Phase-II findings to inform development and implementation of the 
KMHEP pilot. 
 
Summary 
 This chapter outlined how key concepts from Cosmopolitanism, Capabilities 
Approach, and the PRECEDE-PROCEED model have been used against available 
background information on Kenya’s social, political and economic context. The 
Chapter also highlighted development of the multi-phased mixed-method research 
design that was used to analyse gaps of the Kenyan mental health system and PHC 
worker mental health capacity-building needs. 
Methods for each of the three phases have been outlined in detail, including 
information about the research design, setting, participants, inclusion and exclusion 
criteria, research instruments, research procedure and data analysis. Limitations for 
each phase of the research study have also been highlighted. Finally, ethics and other 
approval processes that were required for this research have been explained. 
Chapter Five will focus on results for each phase of the study. 
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Chapter 5: Research Findings 
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Introduction 
Chapter Four presented the design and methods that were utilized in this 
mixed-methods, multi-phase mental health study. In this chapter the results are 
presented and are organized sequentially by phase. Phase-I explores current gaps in 
mental health care in Kenya using the WHO-AIMS (WHO, 2005b) and a Key 
Informant Questionnaire. Systematic content analysis of participants’ responses to 
the WHO-AIMS questionnaire and the Key Informant Questionnaire are identified 
and presented by theme. Some comments are illustrated with excerpts from raw data 
or direct quotes from participants. Phase-II reports results from a mental health 
literacy survey that was undertaken via an adapted version of Jorm’s mental health 
literacy questionnaire (Jorm et al., 2006). Phase-III presents findings from a pre- and 
post-test pilot study undertaken in Meru County. The study explored effectiveness of 
Kenya Mental Health Education Program (KMHEP) as a capacity-building strategy 
among health care workers. Phase-II and Phase-III survey and pilot findings 
comprise tables, figures and graphs. Significant data is highlighted in a final 
summary statement at the conclusion of the chapter. 
 
 
 
 
 
 
 
208 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Phase-I: Mental Health Services Gap Analysis for Kenya 
World Health Organization Assessment Instrument for Mental Health Systems 
(WHO-AIMS) 
Domain information and summary findings 
The following section reports the results attained in Phase-I of the study using 
the WHO-AIMS (WHO, 2005b) (Appendix 5: WHO-AIMS Questionnaire) and a 
supplement Key Informant Questionnaire (Appendix 6: Supplement Key Informant 
Questionnaire). The WHO-AIMS gap analysis data was triangulated with data from a 
variety of sources to improve its accuracy and completeness.  
Data for Phase-I was provided by 10 participants.  The gatekeeping system 
within the Ministry of Health in Kenya mandates only one nominated senior official 
to be the responsible person to correspond with researchers and to facilitate release of 
data, such as that relating to mental health system policies, financing, human 
resources, and mental health infrastructure.  Therefore, for this research, the WHO-
AIMS questionnaire was only completed by one (nominated) participant; a senior 
official appointed to correspond with researchers. This person also consented to 
participate in the research. All 10 participants (including the senior official) 
completed the Key Informant Questionnaire.  Detailed description of Phase-I 
participants are presented in Chapter 4. 
Key findings for each of the WHO-AIMS domain are presented below, 
including questionnaire items and responses that were provided as part of gap 
analysis survey. It must be acknowledged for this section, and consistent with 
discussion of the limitations of Phase-I (Chapter 4: Phase-I Limitations), that the 
participant who consented to complete the WHO-AIMS questionnaire only managed 
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to complete a few questionnaire items, and additional follow-up efforts to seek 
clarification on inadequate responses were unsuccessful. Participants’ responses to 
domain items are presented in ‘bold’ to highlight available resources and gaps in 
mental health care in Kenya. 
 
Domain 1: Policy and Legislative Framework 
 Items in this domain aimed to explore Kenya’s mental health policy, mental 
health plan and mental health legislation, monitoring and training on human rights 
and financing of mental health services. 
Domain 1:1 Mental Health Policy  
Questionnaire items in this part of the domain aimed to identify existence of a mental 
health policy and the key components of that policy. The questionnaire items and 
responses are as follows: 
Does a mental health policy exist in Kenya*? What was the year of the last version of 
the Kenya Mental Health Policy? 
Participants had the following options: ‘Yes’, ‘No’, ‘Unknown’ and ‘Not applicable’.  
If ‘Yes’, there was a textbox to indicate the year of the last version of the Mental 
Health Policy. 
If there was a mental health policy, there were additional questions to establish actual 
components and policy directives in relation to,  
- developing community mental health services,  
- downsizing large mental hospitals 
- developing mental health in primary health care 
- human resources 
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- involvement of users and families 
- advocacy and mental health promotion 
- protection of human rights of users 
- equity of access across different groups 
- financing 
- quality improvement 
- monitoring of mental health  
- categories of psychotropic medicines in the essential medicines list 
 
In response to this questionnaire item, the participant indicated that Kenya did not 
have a mental health policy.  
*At the time of data collection (Dec 2014), Kenya’s Mental Health Policy was in draft form.  
The Policy has since been approved and it was officially launched at the Hilton Hotel in 
Nairobi in May 2016. 
 
Domain 1.2: Mental Health Plan 
 The WHO-AIMS (WHO, 2005b) aimed to identify and describe Kenya’s 
Mental Health Plan as a detailed scheme for action on mental health which usually 
includes setting priorities for strategies and establishing timelines and resource 
requirements. A mental health plan usually includes action for promoting mental 
health, preventing mental illness and treating people who are impacted by mental 
illness. 
Questionnaire items in this part of the domain aimed to identify existence of a mental 
health plan, and the key components of the plan. The questionnaire items and 
responses are as follows: 
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Does Kenya have a Mental Health Plan? What was the year of the last version of the 
Kenya Mental Health Plan? 
The following options were provided: ‘Yes’, ‘No’, ‘Unknown’ and ‘Not applicable’.  
If the response was ‘Yes’, there was a textbox to indicate the year of last version. 
The participant indicated that Kenya did not have a mental health plan.  
Domain 1.3: Mental Health Legislation 
Questionnaire items in this part of the domain aimed to identify existence of a 
Mental Health Act and related components and frameworks. The key question for 
this item was: 
Does Kenya have a Mental Health Act? What was the year of the last version of the 
Kenya Mental Health Act? 
Key components under the Mental Health Act that needed to be acknowledge 
included: 
- mental health access 
- access to least restrictive care 
- rights for the consumer, family and care giver 
- voluntary and involuntary treatment 
- accreditation of professional facilities 
- standardised documentation 
- standardised procedures such as seclusion and electroconvulsive therapy 
The following options were provided: ‘Yes’, ‘No’, ‘Unknown’ and ‘Not applicable’. 
If the response was ‘Yes’, there was a textbox to indicate the year of last version.  
 The participant was able to identify that Kenya had a Mental Health Act 
and that the last version of the Act was 1989.  
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Domain 1.4: Monitoring and Training on Human rights (not included in survey) 
As explained in Chapter 4: Methods, this domain item was not surveyed because 
Monitoring and Training on Human Rights were not a focus of this study. 
 
Domain 1.5: Financing of mental health services  
Questions in this part of the domain aimed to explore the proportion of expenditure 
on mental health services. The key question for this domain was: 
What is the proportion of mental health expenditure from the total health expenditure 
by the Ministry of Health? 
The following options were offered: ‘Unknown’, ‘Not applicable’, and an additional 
option to indicate actual proportion in a textbox that was provided.  Other additional 
items in this domain aimed to determine: 
- the proportion of the population with free access to psychotropic medication 
No response was provided for any of the items under this domain. 
 
Domain 2: Mental Health Services Structure 
This domain focuses on the nature and structure of mental health services in Kenya. 
Domain 2.1: Organisational integration of mental health services. 
The key question in this part of the domain was: 
Does a national mental health authority exist in Kenya? 
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Options provided were ‘Yes’, ‘No’, ‘Unknown’ and ‘Not applicable’.  If the response 
was ‘Yes’, further questions to clarify the role of the authority were asked.  
The participant identified that Kenya has a national mental health authority called 
The Division of Mental Health under the Ministry of Health. The Division of 
Mental Health provides oversight for mental health services provision in Kenya. 
 
Domains 2.2 – 2.5: Mental health facilities by category (outpatient/day 
treatment/community-based/ mental hospitals) 
This part of the questionnaire aimed to explore existence of different types of mental 
health facilities, including outpatient/day treatment/community-based/ mental 
hospitals, using the following dimensions:  
- the number of such facilities in Kenya,  
- number of users treated through this category of facilities per 100,000 
general population,  
- proportion of users that were voluntary/involuntary,  
- average number of days spent in the hospital,  
- bed occupancy rate in the mental health facility 
The majority of items in these sections of Domain 2 were not answered, only 
information on inpatient psychiatric hospital and beds available in Kenya was 
provided as shown in Table 5.1 
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Table 5.1  Psychiatric hospital beds to the public in Kenya 
Facility type Number 
available 
Number of beds 
Mental/psychiatric hospitals 3 1000  
Mental health Community inpatient facilities* - - 
Mental health Community outpatient facilities* - - 
Mental health day treatment facilities* - - 
*no information on these was provided for these items  
Domain 2.6-2.7: Availability of psychosocial treatments and psychotropic 
medications. 
 The last two items in this domain aimed to identify essential psychosocial 
treatments and medicines available for use in Kenya’s mental health facilities.  
Participants were required to respond to the following questions: 
Are psychosocial interventions available in mental health outpatient facilities of 
Kenya? 
Possible responses included: ‘None (0%)’, ‘A few (1-20%)’, ‘Some (21-50%)’, ‘The 
majority 51-80%’, ‘All or almost all (81-100%)’, ‘Unknown’, ‘Not applicable’. 
The answer provided by the participant for this questionnaire item was ‘The 
majority 51-80%’. 
What is the proportion of community-based psychiatric in-patient unit/mental 
hospital, in which at least one psychotropic medication of each category is available 
in the facility all year round? 
Possible responses included: ‘Unknown’, ‘Not applicable’ or participants could 
indicate actual proportion in a textbox provided. 
No response was provided for this item of the questionnaire. 
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Domain 3: Mental Health in Primary Health Care 
 This section explored the quality of formal and informal mental health 
education for professionals working in PHC settings. 
Domain 3.1-3.2: Physician-based and non-physician based primary health care. 
 Items in this section of the domain aimed to identify training hours devoted to 
mental health subjects in basic training of doctors, nurses and other health care 
workers. Other questionnaire items aimed to establish the proportion of doctors, 
nurses and other health care workers with at least two days of mental health 
continuing professional development (CPD) days in the previous year.  Two 
examples of questions in this section are included below: 
- What proportion of undergraduate (first-degree) training hours are 
devoted to psychiatry and mental health--related subjects in nursing 
and clinical medicine schools/institutions? 
- What is the proportion of primary health care nurses and clinical 
officers with at least two days of refresher training in 
psychiatry/mental health in the last year? 
No record or monitoring of training or CPD hours is maintained at the Ministry of 
Health level. 
 
Domain 4: Human Resources and Consumer Involvement 
 This domain assessed the number of full-time and part-time mental health 
professionals working in the health system by facility level. It also assessed for 
interactions between the health facilities and consumer/family associations.  
Domain 4.1: Human resources 
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In this section, the participants were asked to identify the number of 
professionals in the mental health sector in Kenya by professional category with the 
following options provided: psychiatrists, doctors, nurses, clinical officers, 
psychologists, social workers, occupational therapists, others*,  an additional 
requirement was to indicate the proportion of each professional category per 100,000 
population. 
While all the options were ticked, indicating a diversity of professional 
disciplines involved in mental health services in Kenya, actual proportions were 
not provided for any of the professional groups.   
The numbers of specialist professionals provided in response to this item are shown 
in Table 5.2.  
Table 5.2  Specialist mental health workforce in Kenya 
 
Human resource category 
 
Number per 100,000 population 
Psychiatrists 74 
 
Psychiatric/mental health nurses 500 
 
Psychologists <10 
 
Social Workers <10 
 
Occupational therapists -* 
*No information provided 
Domain 4.2: Activities of consumer and family associations in planning and delivery 
of mental health services.  
The last item in the domain aimed to assess for consumer involvement in 
mental health planning and services delivery. The participant was required to 
respond to the statement: 
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Consumer and family associations were involved in the formulation or 
implementation of mental health policies, plans, and/or legislation in the last two 
years. 
Possible responses were ‘Yes’, ‘No’, ‘Unknown’, ‘Not applicable’. 
A follow-up question aimed to gauge the level of interaction annually, and asked: 
Indicate the level at which mental health facilities typically interacted with consumer 
and/or family associations in the past year. 
Possible responses included: 
- No interaction (0%) 
- A few facilities had an interaction (1-20%) 
- Some facilities had an interaction (21-50%) 
- The majority of facilities had an interaction (51-80%) 
- All or almost all facilities had an interaction (81-100%) 
- Unknown 
- Consumer and/or family associations do not exist 
While the participants agreed that consumer and family associations were involved 
in planning and delivery of mental health services, however, they did not indicate 
the level of involvement as required in the follow-up question. 
 
Domain 5: Public Education and Links with Other Sectors 
 This domain aimed to identify evidence of functioning programs of 
multisector mental health promotion. Identified programs could cover either 
universal or population-level promotion or prevention strategies. 
Domain 5.1: Public education and awareness campaigns on mental health. 
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 This part of the domain aimed to assess for evidence of current public 
education and awareness campaigns on mental health and mental illness in Kenya. 
The following question was posed: 
Are there coordinating bodies (e.g. committees, boards, offices) that oversee and 
coordinate public education and awareness campaigns on mental health and mental 
illness? 
Possible responses were ‘Yes’, ‘No’, ‘Unknown’, ‘Not applicable’. 
A follow-up question required the participant to identify agencies that participate in 
mental health promotion: 
Name agencies who have been involved in promoting public education and 
awareness campaigns on mental health and mental illness in Kenya in the last Five 
(5) years. 
The following options were given: 
- Government agencies 
- Non-Governmental Organisations (NGOS) 
- Private Trusts and Foundations 
- International agencies 
In response, no confirmation of the existence of public education or campaigns on 
mental health, and similarly, no agencies associated with these activities were 
named. 
The last item in the domain aimed to establish links between mental health and other 
sectors, with focus on welfare and disability care for affected persons. The question 
asked: 
What is the proportion of people who receive social welfare benefits because of 
disability due to mental illness? 
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Possible responses included: ‘Unknown’, ‘Not applicable’ or participants could 
provide actual proportion in a textbox provided. 
The response for this item was ‘Not applicable’. . 
 
Domain 6: Monitoring and research 
This domain aimed to identify evidence of routine data collection and 
reporting on mental health services at the national level in Kenya. The participants 
were asked to respond to the statement: 
A report covering mental health data has been published by the 
Ministry of Health in the last year. 
The following options were provided to participants: 
- No report 
- Mental health data has been published in a report with no comments on the 
data 
- Mental health data has been published in a report with comments on the data 
- Unknown  
In response, no routine report is published by the government on the mental health 
system performance. A summary of the participants’ responses to the WHO-AIMS 
domain items is provided in Table 5.3A and Table 5.3B. 
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Table 5.3  Phase-I: WHO-AIMS summary responses by Domain category (n=1 
participant) 
WHO-AIMS 
Domains 
WHO Standard Kenya Phase-I Assessment Results 
1 Policy and Legislative framework 
 
 
 
National mental health policy 
<10yrs 
Mental health plan <10yrs old 
Mental health legislation 
<10yrs old 
Monitoring and training on 
human rights 
Mental health budget 
 
In draft 
 
None 
Kenya Mental Health Act (1991) 
 
None in public sector, small scale at NGO level 
 
<1% of total health expenditure or Ksh*. 20 (US$.30) 
per capita/year 
 
2 Mental health services in Kenya 
 
 
 
Organisational integration of 
mental health services 
Mental health outpatient 
facilities 
Mental health day treatment 
facilities 
Community-based inpatient 
units 
Mental health hospitals 
Availability of psychosocial 
treatment in mental health 
facilities 
Availability of psychotropic 
medicines 
 
 
Limited  
 
None 
 
None 
 
Unknown 
 
3 psychiatric hospitals 
 
None 
Limited formulary 
3 Mental health in primary care 
 Non physician-based primary 
health care 
Physician-based primary 
health care 
 
None 
 
None 
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Table 5.4  Phase-I: WHO-AIMS summary responses by Domain category (n=1 
participant) 
WHO-AIMS 
Domains 
WHO Standard Kenya Phase-I Assessment Results 
4 Human resources 
 
 
 
 
 
Number of human resources 
 
 
 
 
Activities of user/consumer 
associations, family 
associations 
74 psychiatrists 
500 psychiatric Nurses 
<10 medical Social Workers 
<10 psychologists 
 
 
No evidence 
5 Public education and links with other sectors 
 Public education and 
awareness campaigns on 
mental health 
 
 
No evidence 
6 Monitoring and research              No evidence 
 
 
Key Informant Interviews  
The Key Informant Questionnaire was developed and added to the Phase-I 
research in order to augment data obtained using WHO-AIMS instrument. As stated 
in the Methods Chapter (Chapter 4: Phase-I Participants), all participants (n=10) 
completed the Key Informant Questionnaire.  These questions  explored aspects of 
the mental health care system in Kenya including: access to mental health care; level 
of integration of mental health services to primary health care services; barriers and 
facilitators to improving mental health services; and level and quality of formal and 
informal mental health training.  Using Halcomb and Davidson (Halcomb & 
Davidson, 2006) six steps of data management, key themes were extracted from 
participants’ qualitative responses.  
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Access to mental health services in Kenya 
Participants’ responses in this category described current access, and their 
perception of enablers and barriers to access to mental health services in Kenya. The 
questions to assess access to mental health services in Kenya were: 
 How would you describe current access to mental health services in 
Kenya by the community or affected individuals? 
 What do you recognise as the main barriers to improving the capacity 
for the provision of mental health care at the primary health care 
level in Kenya? 
 What do you recognise as the main enablers to improving capacity for 
provision of mental health services at the primary health care level in 
Kenya? 
There were variations in participants’ descriptions of mental health services 
and possible reasons for this. The majority of the participants described mental health 
services as ‘difficult’, ‘very dismal’, ‘very limited’, ‘varies from place to place’, 
while one Key Informant described it as ‘accessible’.  
Participants provided some enablers of access to mental health care in Kenya, 
and these included Non-Governmental organisations (NGOs) and Faith-Based 
Organisations (FBOs) that already operate in some counties. Another participant 
stated;  
‘Since devolution and launch of the new constitution in Kenya, there has been 
renewed interest by some counties to improve mental health services’.  
Commenting on leveraging synergies between the public and private sector, 
one participant noted;  
‘A social franchise partnership between Basic Needs (UK) and the Kenyan 
government where a tested mental health services model at the community level is 
being rolled out with significant cost savings’.  
Other enablers identified by participants included;  
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 ‘Progress towards a Mental Health Policy in Kenya, faith-based organizations like 
Basic Needs (UK) and Caritas have embraced mental health care and have some 
capacity to mobilise independent funding’.  
A thematic summary of participants’ responses regarding current barriers to mental 
health care in Kenya are presented in Table 5.5. 
Table 5.4 Summary of participant responses to the Key Informant Questionnaire 
Barriers to accessing mental health care 
Theme Participant response 
Stigma  “no one wants to be associated with a crazy or mad person” 
 
“lack of confidence when managing mental cases because of fear 
that all mental cases are violent” 
 
Culture  “cultural beliefs such as witchcraft, generational curses, demonic 
associations are common” 
 
“some of our cultural practices such as belief in faith healing make 
it hard to seek or adhere to mental health treatment” 
 
Residency  “mental health doctors and nurses are only available in large towns 
and not near where most people live in rural areas” 
 
Poverty “current User pays structure and the role of poverty – Patients are 
advised to buy drugs though most of them cannot afford to pay 
transport while seeking health services” 
 
“poverty and substance use and abuse – The role of poverty and 
alcoholism in perpetrating mental illness and inability for people to 
recover and reintegrate into society” 
 
Resources  “we have lack of access to information and support systems for 
mental health care” 
 
“lack of trained psychiatric or mental health trained personnel” 
 
“low levels of psychiatric medication and treatments at all levels” 
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Mental health services in primary health care settings 
Participants were required to describe mental health care in PHC settings in 
Kenya, including aspects of training, financing and human resources. The questions 
asked of participants in this section were: 
 Describe the level of mental health service provision at the primary 
health care level in Kenya.  What would you say are the current gaps 
to care? 
 Are you aware of any initiatives focused on the provision of mental 
health care at the primary health care level in Kenya? 
 Are you aware of any specific training activities that address mental 
health care provision at the primary health care level in Kenya? 
Please list the name/s of the training program/s identified above. 
 
Seven of the 10 participants described the level of mental health services in 
PHC in Kenya as limited. The terms used in their responses included ‘minimal’, 
‘low’, and ‘non-existent’. The other three participants described it as ‘good’. Two 
participants noted that a structure exists but lack of resources and trained personnel 
meant that mental health services at the PHC level was ‘very poor’. One participant 
stated; 
‘Only six of the 47 Counties (12.76%) have begun work on integrating mental health 
services at the primary health care level with collaboration with NGOs, like Basic 
Needs (UK)’. 
Four participants made suggestions for possible strategies to integrate mental health 
services within PHC settings. These included;  
‘continuing professional development’; ‘increase in resources and personnel’; 
‘inter-sectoral collaboration’; ‘mental health awareness programs to reduce 
stigma’; and ‘improved referral pathways and support for people with serious mental 
illness. 
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All participants demonstrated some knowledge of the range of initiatives in 
the Kenyan health system that are aimed at integrating mental health services in PHC 
settings. Eight participants identified the mental health theory and clinical 
component in the current training curricula for nurses, doctors and other health care 
workers, as the most important strategy. Commenting on the role of the private sector 
in mental health care in Kenya, one participant stated;  
‘Private sector including some NGOs have lobbied for a national Mental Health 
Policy and review of the current Mental Health Act’.  
Another participant provided feedback on some capacity for direct mental 
health services provision by NGOs and FBOs and mentioned agencies such as 
Caritas, Basic Needs (UK) and the African Mental Health Foundation (AMHF). A 
thematic summary of participants’ responses regarding mental health service gaps in 
primary health care settings of Kenya are presented in Table 5.6. 
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Table 5.5  Summary of participant responses to the Key Informant Questionnaire 
Mental health service gaps in primary health care settings 
Theme Participant response 
Mental health facilities “lack of systems to enable follow up care for affected people” 
 
“lack of a variety in psychotropic medications available in the 
essential drugs list at the primary health care level (Current drugs 
on the list are Chlorpromazine, Amitriptyline and Diazepam)” 
 
Personnel “lack of child, adolescent and geriatric mental health specialists” 
“lack of trained personnel” 
 
Mental health policy, plan 
and legislation 
“lack of a National Mental Health Policy and Plan leading to 
problems with strategy and vision both at the national and County 
level” 
 
“outdated Mental Health Act (Last version 1989)” 
 
Financing “low budget – disproportionate funding for mental health compared 
to other conditions and programs” 
 
“lack of goodwill for mental health care” 
 
Training “inadequate research to support advocacy and evidence based 
programs” 
 
“Inadequate training and lack of skills to manage common mental 
illnesses” 
 
 
Key Informant Questionnaire results summary 
 Participant responses to the Key Informant Questionnaire items enhanced 
Phase-I results by providing additional qualitative insights into the state of mental 
health care in Kenya that could not be ascertained using the WHO-AIMS 
questionnaire. While the WHO-AIMS questionnaire is designed to establish 
availability or lack of key components of the country mental health system, the 
supplement questionnaire was designed to provide further information about the state 
of mental health care, such as access, barriers, and untapped potential. An additional 
advantage of the supplementary questionnaire was the opportunity to engage with 
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some participants who were not part of mainstream health or mental health system. 
Researchers noted that Key informants who responded to the supplementary 
questionnaire could respond more comprehensively to different aspects of the mental 
health system in Kenya when compared to employees of the Ministry of Health. 
Participants’ responses presented in Table 5.5 and Table 5.6 will be discussed further 
in Chapter 6 (Discussion). 
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Phase-II: Mental Health Literacy Survey 
The primary purpose of Phase-II was to assess the mental health literacy of 
PHC workers in four counties of Kenya using the adapted Jorm’s Mental Health 
Literacy Questionnaire for Kenya (KMHLQ) (Jorm et al., 2006) described in Chapter 
4 (Appendix 8: KMHLQ for Phase-II & Phase-III). Health workers including, nurses 
(Enrolled, Registered and clinical educators); doctors; and clinical officers from PHC 
settings in the four counties were invited to take part in the study. A total of 310 
questionnaires were distributed and 212 completed surveys were returned, yielding a 
68% response rate. Nairobi County had the lowest survey return rate (26%). This 
may be explained by the bureaucratic barriers encountered distributing the survey 
and the fragmented nature of health facility ownership. Machakos County had the 
highest survey return rate (76%). All health services that took part in Machakos, 
Murang’a and Meru Counties were government funded, and the senior health officers 
of these services were encouraged by the county health authority to distribute and 
facilitate completion of the survey. Table 5.7 presents the survey distribution and 
completion rates in the four counties.  
Table 5.6  Phase-II survey distribution and completion rates of the KMHLQ 
County Distributed Completed Percentage 
Nairobi 35 9 26% 
Murang’a 150 89 59% 
Meru 35 23 65% 
Machakos 120 91 76% 
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Results for Phase-II begins with analysis of the demographic characteristics 
of participants, followed by statistical analysis of key components of the KMHLQ, 
including knowledge, attitudes and awareness of resources to help people with 
mental illness. 
 
Demographic characteristics 
Of the 212 primary health workers who completed the survey the majority 
were female (75.6%), giving a gender ratio of approximately 3:1. The demographic 
characteristics of Phase-II survey participants are summarized in Table 5.8. 
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Table 5.7 Demographic characteristics of Phase-II participants (n=212) 
                                                                                           Total 
Variable n         (%)        
Gender 
male 51 24.4 
female 158 75.6 
missing 
 
3  
Age-group 
<30 years 52 24.9 
30-39 years 87 41.6 
40-49 years 41 19.6 
>50 years 29 13.9 
missing 3  
 
Marital status 
  
single 43 20.8 
married 155 74.9 
widowed 8 3.9 
separated/divorced 1 0.5 
Missing 5 
 
 
Highest level of education 
form IV 6 2.9 
certificate/ diploma 184 88 
undergrad degree 19 9.1 
missing 3  
Professional role in primary health care setting               
Clinical Officer 37 18 
Registered Nurse  123 60 
Enrolled Nurse 39 19 
Doctors 2 1 
other* 4 2 
missing 
 
7  
                                                                                                                     Total 
Variable n         (%)        
 
Formal mental health qualifications 
yes 27 13 
no 181 87 
missing 4  
 
Mental health CPD**  
yes 18 8.7 
no 190 91.3 
missing 
 
4  
Post-qualification experience in mental health  
experienced (>5 years) 120 58.8 
in-experienced (<5 years) 84 41.2 
missing 8 
 
 
*Other includes nurse aides, public health officers and public health technicians 
**Continuing Professional Development   
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The majority of the Phase-II participants were under 40 years of age (65%, 
n=139). Most participants were qualified Nurses (registered and enrolled) (79%, 
n=162) or clinical officers (18%, n=37). A small proportion (3%, n= 6) were either 
doctors, nurse aides, public health technicians or public health officers. Only 19 
(9.1%) had a university degree, and most (88%, n=184) had a middle-level college 
education, which was either a certificate or diploma in nursing or clinical medicine.  
Most participants (87%, n=181) held no formal mental health qualification, 
and 91.3% (n=190) reported not undertaking any mental health continuing 
professional development during the past five years of their professional practice. 
Almost two thirds (58.8%, n=120) had worked in their professional role for more 
than five years, compared with 41.2% (n=84) who had less than five years’ 
experience. 
Survey of Participants’ mental health knowledge, attitudes and practices 
Mental health literacy in this study was defined as the capability of participants to 
assess and recognise symptoms for schizophrenia or depression, as described in a 
case vignette (Jorm, 2000), and the participants’ ability to identify mental illness 
including the correct diagnosis, helpful people strategies and its possible causes. The 
case vignettes discussed and presented in Chapter 4: Methods are appended below to 
provide the context for the questionnaire items. Participants were presented with 
either a depression vignette (Box 5.1)  or a schizophrenia vignette (Box 5.2).  
 
232 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
Box 5. 1 Depression vignette 
 
Box 5. 2 Schizophrenia vignette 
Both vignettes had a validated Swahili translation consistent with the 
assessment language commonly used by clinicians in primary health care settings of 
The person described here is not a real person, but there are people who are very much like him 
Maina is 21 years old and is not married. He used to regularly help his father work on the farm, but 
for the last 10-15 days he has not been going to work. For the last 2-3 months he has been staying 
alone and aloof. He has not been bathing regularly and sometimes he becomes aggressive for no 
apparent reason, and once he even tried to hit his parents. He never used to behave in this way. On 
several occasions his father has found him talking to himself when nobody else was around. He has 
become suspicious of others and says that people are talking about him and that some people are 
keeping watch on him. For the last one week he has refused to eat food as he suspects his food is 
being poisoned by the neighbours. But his father refutes any truth in his suspicions. 
(Swahili Version) 
Maina ana miaka ishirini na moja na hajafunga ndoa bado. Alikuwa anamsaidia baba yake na kazi 
shambani lakini kwa siku kumi au kumi na tano silizopita, hajakuwa akienda kazini. Kwa muda wa 
miezi tatu amekuwa akikaa kivyake, hali yake ya usafi iko chini na anakasirika bila sababu, hivi 
karibuni alijaribu kuwapiga wazazi wake. Hii si tabia ya kawaida kwa Maina, baba yake amemkuta 
akijiongeleza peke yake bila ya mtu mwingine kuweko, pia anawashuku watu huku akisema 
wanamsema na kumsusia. Kwa muda wa wiki moja sasa, amekataa kula chakula huku akisema 
anahofu kuwa kimwekwa sumu na majirani. 
The person described is not a real person, but there are people who are very much like her. 
Akoth is 30 years old and was fine until six months ago when she began to feel tired all the time. 
She says that she is sad and has lost interest in life. Even her children and family don’t make her 
feel happy. She cannot sleep and she has lost taste for food which she used to love, she has also 
lost interest in cooking because she cannot concentrate. Sometimes she feels like hanging herself 
or taking a pesticide to end her life. 
(Swahili version) 
Akoth ana miaka therathini (30) na amekuwa na afya nzuri hadi miezi sita iliyopita alipoanza 
kujisikia mnyonge na mwenye uchovu wakati wote. Akoth anasema ana huzuni na hana tamaa ya 
kuishi, hata watoto na familia yake hawamfurahishi. Ana shinda kupata uzingizi na hata chakula 
hakimpendezi, hawezi kupika kwa sababu anajisikia mnyonge kila wakati. Nyakati zingine, 
amefikiria kujiua kwa kujisulubisha au kunywa sumu. 
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Kenya. Symptoms of mental illness described in the vignette were consistent with 
common signs and symptoms for depression and schizophrenia as outlined in the 
Diagnostic Statistical Manual (Version 5) (American Psychological Association, 
2013)  
Additional items in the questionnaire also assessed participants’ attitudes 
towards people with mental illness. In this section, results for each of the seven 
survey items of the questionnaire on knowledge, attitudes and practices are 
presented. 
 
1.0 Knowledge and recognition of mental illness 
Item 1.1: What would you say is the likely diagnosis of the person described in this 
scenario? 
Participants were required to read the specific vignette in their questionnaire 
and name the problem (more than one response was possible).  Of the 212 
questionnaires that were returned, 104 (49.1%) were related to the vignette on 
depression and 108 (50.9%) were related to the vignette on schizophrenia. Although 
the majority of participants were able to identify that the symptoms described in their 
specific vignette were related to a mental health problem (‘has a problem’, 
‘brain/mind problem’, ‘mental illness’), few were able to identify the diagnosis, i.e. 
depression or schizophrenia. Thirty seven (35.6%) of the 104 participants allocated 
the depression vignette could correctly identify the disorder, and only 17 (15.7%) of 
the 108 participants allocated the schizophrenia vignette could correctly identify the 
disorder. Table 5.9 shows cross-tabulation of participants’ choice of diagnosis by 
their allocated vignette. 
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Table 5.8 Cross-tabulation* of participants’ choice of diagnosis by their allocated 
vignette 
  Participants’ choice of diagnosis 
  depression schizophrenia Other**  Total 
  
 
Allocated vignette 
depression 37(35.6%) 2(1.9%) 65(62.5%) 104 
 
schizophrenia 10(9.3%) 17(15.7%) 81(75.0%) 108 
 
Total 47(22.2%) 19(9.0%) 146(68.9%)  
*Chi-square goodness of fit test 29.041 (2df) p<0.001 
**choices for other included ‘has a problem’, ‘brain/mind problem’, ‘mental illness’, 
‘psychological/mental/emotional problems’, ‘stress’, ‘cancer’, ‘HIV’, ‘nothing’, ‘don’t 
know’ 
 
Data on item 1:1 were analysed further using the chi-square goodness of fit 
test to identify whether the two disorders (depression and schizophrenia) were 
equally diagnosed in the study. The null hypothesis was rejected X2(2)=29.041, 
p<0.001, depression was diagnosed twice as often as schizophrenia as shown in 
Figure 5.1. 
 
Figure 5.1 Phase-II mental health literacy diagnostic accuracy (n=212) 
depression
35.6
31%
schizophrenia
15.7
14%
others 
62.5
55%
depression schizophrenia others
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Helpful interventions for a person with mental illness 
Item 1.2: How do you think the person described in the scenario can be helped? 
This item required participants to consider medical, pharmacological and 
social interventions that could be used to support a person with the symptoms 
described in the vignette. Participants were provided with a range of options and 
asked to choose one or more of the listed options. Analysis of frequencies for each 
option was undertaken and ranked in order from the highest (most preferred) to the 
lowest (least preferred) by helpfulness. Table 5.10 presents a summary of frequencies 
and confidence intervals (95% CI) in ranked order from most preferred (1), to the 
least preferred (12). 
Table 5.9 Ranked frequencies and confidence intervals of interventions by 
helpfulness (n=212*) 
 
While the majority of the participants (62%, n=131) viewed medical 
interventions and/or seeing a medical professional as most likely to be helpful for a 
person with mental illness, social interventions such as ‘talk with family and friends’, 
Rank order Intervention* n (%) 95%CI 
1 see a psychiatrist 67(31.8) 25.6-38.4 
2 take to a mental hospital 29(13.7) 8.5-18.5 
3 talk with friends and family 25(11.8) 7.6-16.1 
4 listen and try to understand the 
problem 
 
21(10.0) 
 
5.7-14.7 
5 see a doctor 18(8.5) 4.7-12.8 
6 take medication 10(4.7) 1.9-8.0 
7 give love and affection 9(4.3) 1.9-7.6 
8 patient must first recognise the 
problem 
 
8(3.8) 
 
1.4-6.6 
9 don’t know 8(3.8) 1.4-6.6 
10 see a clinical officer 7(3.3) 1.4-6.2 
11 make happy and encourage him/her 6(2.8) 0.9-5.2 
12 see/take to faith/traditional healer 3(1.4) 0.0-2.8 
    
        *Multiple responses were recorded 
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‘listen and try to understand the problem’, ‘give love and affection’ and ‘make happy 
and encourage him/her’ were also judged favourably by 32.7% (n=61) of 
participants. Clinical officers were ranked very low and only considered helpful by 
3.3% (n=7) of participants despite their prominent role in provision of health services 
in Kenya. Religious/faith and traditional healers were considered helpful by only 
1.4% (n=3) of participants.  
 
Assessment of knowledge of helpful persons and professionals for the mentally ill 
Item 1.3: For each of the following, indicate if the person is likely to be helpful, 
neutral or harmful 
Participants were provided with a list of common persons and professionals 
in the Kenyan health setting that provide services to people with mental illness and  
were required to rate persons in the list as either being ‘helpful’, ‘harmful’, ‘neither’, 
‘depends’ and ‘don’t know’. These ratings were further collapsed during analysis 
with the latter three (‘neither’, ‘depends’ and ‘don’t know’) combined to form a new 
category labelled ‘neutral’.  
Psychiatrists 98.5 % (n=193), clinical officers 97.9% (n=190) and nurses 94.2% 
(n=180) were ranked highest as the people most likely to be helpful to a person with 
symptoms similar to those described in the vignette. Family and friends were also 
ranked highly 94.2% (n=179) and 93.6% (n=175) respectively, whilst the least 
helpful persons identified were faith/traditional healers 19.1% (n=36), self-help 
15.7% (n=27) and witch doctors 6.8% (n=13). The ranked frequencies of persons, 
professionals and groups by helpfulness is detailed in Table 5.11. 
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Table 5.10 Ranked frequencies* of persons/professionals/groups by helpfulness 
(n=212) 
 
rank order     
professional/person/ 
group 
helpful 
n (%)  
neutral  
n (%) 
harmful  
n (%) 
Missing** 
  
 
1 
 
Psychiatrist 
 
193(98.5) 
 
1(0.5) 
 
2(1.0) 
 
16 
2 Clinical officer 190(97.9) 4(2.1) 0(0.0) 18 
3 Nurse 180(94.2) 7(3.7) 4(2.1) 21 
4 close family 179(94.2) 9(4.7) 2(1.1) 22 
5 close friend/s 175(93.6) 9(4.8) 3(1.6) 25 
6 social worker 171(89.5) 19(9.9) 1(0.5) 21 
7 local doctor 170(89.0) 8(4.2) 13(6.8) 21 
8 community health worker  
168(86.2) 
 
22(11.3) 
 
5(2.6) 
 
17 
9 Pharmacist 131(73.2) 32(17.9) 16(8.9) 33 
10 self-help group members  
130(68.8) 
 
50(26.5) 
 
9(4.8) 
 
23 
11 youth club members 129(68.6) 52(27.7) 7(3.7) 24 
12 neighbour 125(66.1) 54(28.6) 10(5.3) 23 
13 teacher 108(58.1) 74(39.8) 4(2.2) 26 
14 faith/traditional healer 36(19.1) 50(26.6) 102(54.3) 24 
15 self-help 27(15.7) 22(12.8) 123(71.5) 40 
16 Witch doctor  13(6.8) 19(10.0) 158(83.2) 22 
 *Multiple responses were recorded 
**Percentages were only calculated from the participants who chose 
‘helpful’, ‘neutral’ or ‘harmful’.   
 
For the KMHLQ, and consistent with alternative health care strategies for 
Kenya, categories of people were collapsed further into five main categories, 
‘medical’; ‘family and friends’; ‘social groups’; ‘traditional’ and ‘others’. This was 
considered helpful in determining where help-seeking for mental health care was 
concentrated at the time of the study. Participants ranked medical personnel 
(psychiatrist, clinical officer and nurse) as being the most helpful in contrast to the 
faith/traditional healers and witch doctors, who were ranked as being the most 
harmful to a person with mental illness. Figure 5.2 shows graphic representation of 
help seeking for mental health care by category. 
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Figure 5.2 Categories of persons by helpfulness/harmfulness (n=212) 
 
Likely result with and without professional help 
Item 1.4: What is the likely result if the person described in the vignette received or 
failed to receive professional help? 
This item required participants to reflect on their specific vignette and show 
the likely outcome if the person described in the vignette received or did not receive 
professional help. Likely responses ranged from ‘full recovery’ to ‘partial recovery 
with potential for relapse’, two additional options were provided for ‘without 
professional help’ to include ‘no improvement’ ‘get worse’. There was agreement by 
the majority of the participants (93.4% n=183) that timely professional help led to 
full recovery or recovery with potential for relapse. Similarly, 85.3% (n=168) of 
participants indicated that without professional help, there would be no improvement 
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in condition, or the person would get worse. Table 5.12 presents a summary of 
participants’ responses by professional category. 
Table 5.11  Frequencies of prognosis with or without professional help by 
professional category  
 
 
Likely result 
Nurses  
n(%) 
Clinical 
Officers  
n(%) 
Other 
n(%) 
Total 
n(%) 
With professional help* 
full recovery with no further problems 68(43.9) 18(51.4) 0(0.0) 86(43.9) 
full recovery but problems would probably re-
occur 
 
77(49.7) 
 
15(42.9) 
 
5(83.3) 
 
97(49.5) 
partial recovery 2(1.3) 1(2.9) 0(0.0) 3(1.5) 
partial recovery but problems would probably re-
occur 
 
8(5.2) 
 
0(0.0) 
 
1(16.7) 
 
9(4.6) 
don’t know 0(0.0) 1(2.9) 0(0.0) 1(0.5) 
Total 155(100.0) 35(100.0) 6(100.0) 196(100.0) 
Missing 16 
 
Without professional help* 
full recovery with no further problems 5(3.2) 1(2.9) 0(0.0) 6(3.0) 
full recovery but problems would probably re-
occur 
 
5(3.2) 
 
1(2.9) 
 
0(0.0) 
 
6(3.0) 
partial recovery 5(3.2) 0(0.0) 0(0.0) 5(2.5) 
partial recovery but problems would probably re-
occur 
 
9(5.7) 
 
2(5.9) 
 
0(0.0) 
 
11(5.6) 
no improvement 11(7.0) 5(14.7) 0(0.0) 16(8.1) 
get worse 122(77.7) 24(70.6) 6(100.0) 152(77.2) 
don’t know 0(0.0) 1(2.9) 0(0.0) 1(0.5) 
Total 157(100.0) 34(100.0) 6(100.0) 197(100) 
Missing 15 
*Percentages represent proportions within the column (professional category) n=212 
 
Participants’ knowledge of causes of mental illness 
Item1.5: What do you think are the possible causes of the type of problems described 
in the vignette?  
In this item, participants were provided with a list of possible causes of 
mental illness and  had the option to select all possible causes with either ‘yes’, ‘no’ 
or ‘don’t know’.  The most common causes selected by participants as possible 
causes for mental illness included financial difficulties 93.8% (n=181), problems at 
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work 91.7% (n=177) and family arguments 91.7% (n=177). Infection 60.1% 
(n=116), weakness of character 59.1% (n=114) and genetic causes 57.5% (n=111) 
were the least selected possible causes of mental illness. Table 5.13 presents a ranked 
summary of participants’ responses to the most likely causes of mental illness items.  
Table 5.12  Participants’ responses on likely causes of mental illness by rank order 
(n=193) 
 Ranked responses and confidence intervals (95%CI) of possible causes of mental illness 
                 Yes             No        Don’t know 
Rank Likely cause n(%) 95%CI n(%) 95%CI n(%) 95%CI 
 
1 
 
financial difficulties 
 
181(93.8) 
 
90.2-96.9 
 
7(3.6) 
 
1.0-6.7 
 
5(2.6) 
 
0.5-5.2 
 
2 problems at work 177(91.7) 87.6-95.3 8(4.1) 1.8-7.3 8(4.1) 1.8-7.3 
 
3 family arguments 177(91.7) 88.1-95.3 9(4.7) 2.1-7.8 7(3.6) 1.0-6.7 
 
4 death/loss 177(91.7) 87.6-95.3 9(4.7) 2.1-7.8 7(3.6) 1.6-6.7 
        
5 being addicted to drugs or 
alcohol 
 
 
175(90.7) 
 
86.0-94.8 
 
14(7.3) 
 
3.6-11.4 
 
4(2.1) 
 
0.5-4.1 
        
6 lack of control over life 
decisions 
 
 
174(90.2) 
 
85.5-94.3 
 
12(6.2) 
 
3.1-9.3 
 
7(3.6) 
 
1.0-6.7 
7 major event (eg. violence, 
accident) 
 
172(89.1) 
 
84.5-93.3 
 
11(5.7) 
 
2.6-9.3 
 
10(5.2) 
 
2.1-8.8 
 
8 childhood problems 
 
170(88.1) 82.9-92.2 18(9.3) 5.7-14.0 5(2.6) 0.5-5.2 
9 quarrelling with 
neighbours 
 
 
150(77.7) 
 
71.5-83.9 
 
34(17.6) 
 
11.9-23.3 
 
9(4.7) 
 
1.6-7.8 
10 addicted family member 
 
 
138(71.5) 
 
65.3-77.7 
 
47(24.4) 
 
18.7-30.6 
 
8(4.1) 
 
1.6-7.3 
11 being an anxious person  
133(68.9) 
 
62.2-75.6 
 
45(23.3) 
 
17.1-29.5 
 
17(7.8) 
 
4.1-11.9 
 
12 Infection 
 
116(60.1) 53.4-66.8 66(34.2) 27.5-40.9 11(5.7) 2.6-9.3 
13 weakness of character 114(59.1) 52.8-65.8 60(31.1) 24.4-37.3 19(9.8) 5.7-14.5 
 
14 inherited/genetic 111(57.5) 50.8-64.8 59(30.6) 23.3-36.8 23(11.9) 7.3-16.6 
 
 missing=19 
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In Figure 5.3, a boxplot provides further summary of participants’ responses 
to possible causes of mental illness by broad categories. The majority of participants 
judged financial and social (quarrelling with neighbours, lack of control over life 
decisions and family arguments) related causes as the most likely causes of mental 
illness, over trauma, medical and genetic related causes. 
 
Figure 5.3  Summary of participants’ responses on likely causes of mental illness 
 
Health worker knowledge regarding population groups at risk of developing mental 
illness 
Item 1.6: Are the following people likely or unlikely to experience problems similar 
to those of the person in the vignette? 
Participants were required to choose from a list, the people at risk of 
developing mental illness using the options ‘likely’, ‘unlikely’ and ‘no difference’.  
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Divorced/separated and unmarried people were ranked as being at highest risk for 
developing mental illness with 85.1% (n=165) and 60.8% (n=118) respectively.  
Women (49%, n=95), old people (34%, n=66) and wealthy people (24.7%, n=48) 
were ranked lowest. Unemployment (72.2%, n=142) was associated with increased 
risk of developing mental illness and ranked second.  Table 5.14 presents a rank 
ordered summary of groups at risk of developing mental illness. 
Table 5.13 Rank order of population groups likely to develop mental illness (n=194) 
Frequencies and confidence intervals (95%) of population groups likely to develop mental illness by rank 
order 
               Likely          Unlikely       No difference 
Rank  Population at risk n(%)  95%CI n(%)  95%CI n(%)  95%CI 
 
1 
 
Divorced/separated 
people 
 
 
165(85.1) 
 
 
79.9-90.2 
 
 
4(2.1) 
 
 
0.5-4.1 
 
 
25(12.9) 
 
 
8.2-18.0 
 
2 Unemployed people  
142(72.2) 
 
67.0-79.4 
 
14(7.2) 
 
3.6-10.8 
 
38(19.6) 
 
14.4-25.3 
 
3 Unmarried people 118(60.8) 54.1-67.5 28(14.4) 9.8-19.6 48(24.7) 19.1-30.9 
 
4 Poor people 112(57.7) 50.5-64.9 17(8.8) 4.6-12.9 65(33.5) 26.8-39.7 
 
5 People under 25 
years 
 
104(53.6) 
 
46.4-60.3 
 
64(33.0) 
 
26.8-39.7 
 
26(13.4) 
 
9.3-18.0 
 
 
6 Women 95(49.0) 42.3-56.7 44(22.7) 17.0-28.9 55(28.4) 22.2-34.5 
 
7 Old people 66(34.0) 27.3-40.2 100(51.5) 44.3-58.7 28(14.4) 9.8-19.6 
 
8 Rich people 48(24.7) 18.6-30.9 75(38.7) 30.9-45.9 71(36.6) 29.9-43.8 
missing=18 
 
 
Participants’ willingness to disclose self or family history of mental illness 
Item 1.7:  Have you or anyone in your family ever had problems similar to those 
described in the vignette? If yes, did you/they receive treatment? 
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The final survey item in this section required participants to indicate if they or 
members of their family had had any personal experience with mental illness and its 
treatment. There were two parts to this item. The first part required participants to 
indicate whether they or a member of their family had experienced mental illness and 
to respond with ‘yes’, ‘no’ ‘don’t know’ or ‘refuse to answer’. The second part 
related to access to treatment for self and/or family, and used similar responses. 
However, to establish help seeking patterns, the ‘refuse to answer option’ was not 
included. 
Over half of the participants admitted to a family history of mental illness 
(53.4%, n=47) and treatment (52.3%, n=46). Of the 15.9% (n=14) of participants 
who admitted to have experienced mental illness, only half (8%, n=7) had sought 
treatment. A small number of participants (4.5%, n=4) refused to answer the item on 
family history of mental illness, and 8% (n=7) refused to answer the item about their 
own history of mental illness. Overall, this item on disclosure of mental illness for 
family and self, had the lowest response rate in the study, (42%, n=88). Table 5.15 
presents rank ordered summaries of participants’ responses of history of mental 
illness and its treatment. 
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Table 5.14 Participants’ responses on history of mental illness for family and self* 
 
 
 
 
 
 
 
 
 
 
2.0 Participant responses to attitude statements on people with mental illness 
This section presents results of the KMHLQ that examined participants’ 
responses to attitude related questions on the vignette. 
2.1: How do you think the person described in the vignette would fare in the long 
term compared to other people in the community? 
Statements in this section sought to elicit participants’ attitudes towards the 
person described in the vignette. The attitude statements are included in the table and 
the implication of the statement categorised as positive or negative. Original 
participant responses were ‘more likely’, ‘just as likely’, ‘less likely’ and ‘don’t 
         Family            Self 
 n(%) 95%CI  n(%) 95%CI 
History of mental illness       
Yes 47(53.4) 43.2-63.6  14(15.9) 9.1-23.9 
 
No 31(35.2) 26.1-45.5  66(75.0) 65.9-84.1 
 
Don’t know 6(6.8) 2.3-12.5  1(1.1) 0.0-4.5 
 
Refuse to answer 4(4.5) 1.1-9.1  7(8.0) 2.3-13.6 
      
History of treatment for mental illness       
Yes 46(52.3) 42-62.5  7(8.0) 2.3-14.8 
 
      
No 19(21.6) 13.6-30.7  57(64.8) 54.5-75.0 
 
Don’t know 23(26.1) 17.0-35.2  24(27.3) 18.2-36.4 
 
*This survey item had a very low response rate, 42% (n=88), missing=124 
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know’. Consistent with normal practice when analysing Likert scale items, where 
collapsing categories helps to correct ambiguity in responses (Cresswell, 2014), these 
response categories were collapsed in the data analysis to 1=unlikely, 2=don’t know, 
3=likely. Frequencies for participant responses were generated for each statement 
and across professional categories.  
The majority of participants determined that people with symptoms similar to 
those described in the vignette were: unlikely to be violent (90.1%, n=173); unlikely 
to have poor relationships (83.2%, n=158); and unlikely to attempt suicide (82.1%, 
n=156). Similarly, the majority of the participants expressed positive attitudes 
towards people with mental illness. Their responses with relation to the person in the 
scenario were: likely to be understanding of other people’s feelings (83.5%, n=157); 
likely to have a good marriage (89.9, n=169); likely to be good parents (92%, n=173); 
and likely to be collegial/able to work as well as others (93.1%, n=176). Table 5.16 
presents the results for participants’ responses to attitude statements on people with 
mental illness, separated into negative and positive statements.  
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Table 5.15  Participants’ responses to attitude statements on people with mental 
illness 
Attitude 
statement 
Statement 
implication 
Likely 
n(%) 
Don’t 
know 
n(%) 
Unlikely 
n(%)  
 
Total 
   n(%) 
Missing 
n(%) 
violent Negative 15(7.8) 4(2.1) 173(90.1) 192(90.6) 20(9.4) 
 
poor 
relationships 
 
Negative 
 
28(14.7) 
 
4(2.1) 
 
158(83.2) 
 
190(89.6) 
 
22(10.4) 
 
attempt suicide  
Negative 
 
30(15.8) 
 
4(2.1) 
 
156(82.1) 
 
190989.6) 
 
22(10.4) 
 
understanding 
of feelings 
 
Positive 
 
157(83.5) 
 
9(4.8) 
 
22(11.7) 
 
188(88.7) 
 
24(11.3) 
 
good marriage  
Positive 
 
169(89.9) 
 
7(3.7) 
 
12(6.4) 
 
188(88.7) 
 
24(11.3) 
 
good parent Positive 173(92.0) 8(4.3) 7(3.7) 188(88.7) 24(11.3) 
 
collegial  Positive 176(93.1) 6(3.2) 7(3.7) 188(88.7) 24(11.3) 
   
 
2.2: Do you think the person described in the vignette would be stigmatised and 
discriminated against by others in the community if they disclosed their mental 
illness? 
This item required participants to indicate the likelihood that a person with 
symptoms of a mental illness similar to the one described in the vignette could be 
discriminated against if they disclosed their illness. The responses were ‘yes’, ‘no’ 
and ‘don’t know’. Just over half of the nurse participants indicated that people with a 
mental illness could be stigmatised and discriminated against (52.9%, n=81), while 
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half of the clinical officers believed that people with a mental illness were not 
stigmatised and discriminated against (50%, n=17). Table 5.17 presents participant 
responses to the question of the likelihood of a person with mental illness being 
discriminated. 
 
Table 5.16 Participant responses on stigma and discrimination statements by 
professional category  
 
Professional category Yes  
n(%) 
Don’t know 
n(%) 
No  
n(%) 
Total 
   n 
Missing  
nurses (RN/EN) (n=153) 81(52.9) 7(4.6) 65(42.5) 153 
 
- 
 
19 
 
- 
clinical officers (CO) (n=34) 14(41.2) 3(8.8) 17(50) 34 
 
Others (n=6) 3(50) 1(16.7) 2(33.3) 6 
Kappa value:-.005, p=.897. Total valid cases n=193, missing=19  
 
2.3: With regard to the person described in the vignette, please indicate how strongly 
you agree or disagree with each statement. 
In this section, there were eight statements of which six were classified as 
‘negative’ and two as ‘positive’. Participants were required to indicate their 
agreement, neutrality or disagreement with each of the statements.  
Over 60% of the participants (61.6%, n=122) agreed with the negative 
statement ‘people with mental illness can recover’, and more than half (52%, n=104) 
agreed that ‘people with mental illness are dangerous to others’. For other negative 
statements there was either disagreement or a neutral response. Of the two positive 
statements, 84.5% (n=169) agreed that people with mental illness should disclose 
their illness, while 60.8% (n=121) disagreed that they would vote for a politician if 
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they knew that he/she suffered from a mental illness. Table 5.18 presents participant 
responses and their indicative implication (positive/negative). 
Table 5.17 Participant responses to attitude statements on social distance with a 
person who has mental illness 
Attitude statement Statement 
implication 
Agree 
 n(%) 
Neutral 
 n(%) 
Disagree 
n(%) 
Total 
n(%) 
Missing 
n(%) 
people with mental 
illness can recover 
 
Negative 
 
122(61.6) 
 
40(20.2) 
 
36(18.2) 
 
198(93.4) 
 
14(6.6) 
 
mental illness is a sign 
of personal weakness 
 
Negative 
 
11(5.5) 
 
25(12.5) 
 
164(82) 
 
200(94.3) 
 
12(5.7) 
 
mental illness is not a 
real medical problem 
 
Negative 
 
28(14.3) 
 
19(9.7) 
 
149(76.0) 
 
196(92.5) 
 
16(7.5) 
 
people with mental 
illness are dangerous 
to others 
 
Negative 
 
104(52.0) 
 
33(16.5) 
 
63(31.5) 
 
200(94.3) 
 
12(5.7) 
 
it is best to avoid 
people with mental 
illness 
 
Negative 
 
13(6.5) 
 
9(4.5) 
 
178(89.0) 
 
200(94.3) 
 
12(5.7) 
 
people with mental 
illness are erratic 
 
Negative 
 
83(43.6) 
 
29(15.3) 
 
78(41.1) 
 
190(89.6) 
 
22(10.4) 
 
people with mental 
illness should disclose 
their illness to others 
 
 
Positive 
 
 
169(84.5) 
 
 
7(3.5) 
 
 
24(12.0) 
 
 
200(94.3) 
 
 
12(5.7) 
 
I would vote for a 
politician even if I 
knew they suffered 
from a mental illness 
 
 
Positive 
 
 
37(18.6) 
 
 
41(20.6) 
 
 
121(60.8) 
 
 
199(93.9) 
 
 
13(6.1) 
   
 
2.4: Would you be willing to socialise with a person who is known to experience the 
type of illness described in the vignette? 
Participants were presented with five statements with positive implications 
that relate to social distance with a person who experiences mental illness, both at the 
personal and communal level. Participants were required to indicate with ‘yes’, ‘no’ 
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or ‘don’t know’ if they would be willing to socialise with a person with the type of 
symptoms described in the vignette.  
The majority of participants held a positive attitude towards socialising with 
people with a mental illness, with 82.8 % (n=164) indicating that they would spend 
an evening socialising with a person with mental illness, while 74.9% (n=149) 
agreed that they would work closely with a person with a mental illness. Other 
positive responses were: 71.8% (n=143) agreed they would be a neighbour to a 
person with mental illness; 69.6% (n=126) would agree to a person with mental 
illness marrying into their family, and 61.6% (n=122) would agree to develop a 
relationship with a person with mental illness. Table 5.19 presents participants’ 
responses to the attitudinal statements on socialising with a person with mental 
illness. 
Table 5.18 Participant responses to statements on social distance with a person who 
experiences mental illness 
Attitude statement Statement 
implication 
Yes 
n(%) 
Don’t 
know 
 n(%) 
No 
n(%) 
Total 
n(%) 
Missing 
n(%) 
to be a neighbour Positive 143(71.8) 30(15.1) 26(13.1) 199(93.9) 13(6.1) 
 
to spend an evening 
socialising 
Positive 164(82.8) 14(7.1) 20(10.1) 198(93.4) 14(6.6) 
to develop a 
relationship 
Positive 122(61.6) 29(14.6) 47(23.8) 198(93.4) 14(6.6) 
to work closely with 
this person in your 
job 
Positive 149(74.9) 22(11.1) 28(14.0) 199(93.9) 13(96.1) 
accept the person to 
marry into your 
family 
Positive 126(69.6) 12(6.6) 43(23.8) 181(85.4) 31(14.6) 
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Table 5.20 shows a summary of participants’ ratings for the negative and positive 
items of the KMHLQ. Overall, participant responses in this study indicated 
favourable attitudes towards social distance with people who have a mental illness. 
Table 5.19  Summary of attitude statements against participant responses 
Summary of attitude statements against participant responses; agree/ disagree 
 agree 
n(%) 
disagree 
n(%) 
Total 
n(%) 
positive statements 10(90%) 1(10%) 11(55%) 
 
negative statements 3(33%) 6(67%) 9(45%) 
 
There were 20 attitudinal statements in the survey of which 11 were positive and 
nine were negative. Participants were three times as likely to agree with positive 
statements (90%), compared to 33% agreement rate for negative statements, 
indicating that overall, participants in this study had favourable attitudes for social 
distance with a person or people with mental illness. 
 
Figure 5.4 Summary of participants’ responses to statements on social distance 
0% 20% 40% 60% 80% 100%
positive
negative
agree disagree
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 Participant responses to the KMHLQ indicated gaps in knowledge for mental 
illness including diagnostic accuracy, causes and risk factors and awareness of 
helpful options. Generally, results indicate participants had favourable attitudes when 
it comes to socialising with people who experience mental illness. 
 
Phase-III: Kenya Mental Health Education Pilot Project 
Demographic characteristics 
Phase-III utilized a pre and post-test design to assess effectiveness of a 
Mental Health Education Program (Appendix 15: Phase-III KMHEP-pilot).  Primary 
health care workers (n=35) from PHC settings of Meru County were invited to 
participate in the mental health literacy education pilot. Twenty-three workers 
(n=23) agreed to participate, resulting in a 66% response rate.  Selection criteria for 
the Phase-III Mental Health Education Program is explained in Chapter 4. 
Similar to Phase-II, there were more female 14 (60.9%) than male 9 (39.1%) 
participants in Phase-III and most were married (69.6%, n=16).  The majority of 
participants were nurses; Registered and Enrolled nurses (91.3%, n=21) and nurse 
educators (8.7%, n=2), and they represented the categories of PHC workers operating 
in levels II-IV of the health system in Meru County. The participants’ usual roles 
included delivery of services prescribed in the Kenya Essential Package for Health 
(Government of Kenya, 2006), including assessment and diagnosis of minor 
ailments, maternity services, oral health, immunization, mental health, health 
education, routine laboratory tests and referral (Government of Kenya, 2006, 2012a; 
Rakuom, 2010).  
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. Nineteen participants (82.6%) had a professional certificate or diploma and only 
(8.7% (n=2) had a university degree. Almost three quarters (77.3%, n=17) had 
worked in their present role for five years, compared to 22.7% (n=5) who had been 
employed in their current position for less than five years. Most of the participants 
(77.3%, n=17) held no formal mental health qualification, and (95.5%, n=21) 
reported that they had received no mental health professional development during the 
past five years of their professional practice.  The demographic characteristics of the 
participants in Phase-III are presented in Table 5.21 
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Table 5.20  Demographic characteristics of Phase-III participants (n=23) 
 
 
 
 
1.0 Participants’ knowledge of mental illness, interventions, prognosis and 
helpful persons 
Diagnostic accuracy pre- and post-intervention 
This item aimed to assess participants’ capability to recognise symptoms of 
schizophrenia or depression as described in a case study vignette. The vignette was 
in similar wording and format to that used in Phase-II. 
                                                                                                           
Variable n % 
Gender   
male 9 39.1 
female 14 60.9 
   
Age-group   
<30 years 3 13.0 
30-39 years 6 26.2 
40-49 years 9 39.1 
>50 years 5 21.7 
   
Marital status   
single 4 17.4 
married 16 69.6 
widowed 2 8.7 
separated/divorced 1 4.3 
   
Highest level of education   
form IV 2 8.7 
certificate/ diploma 19 82.6 
degree 2 8.7 
   
Professional role in primary health care setting                 
Nurses (RN/EN) 21 91.3 
Nurse Educators 2 8.7 
   
Formal mental health qualifications   
yes 5 22.7 
no 17 77.3 
missing 1  
   
Continuing professional development (CPD)   
yes 1 4.5 
no 21 95.5 
missing 1  
   
Post-qualification experience   
experienced (>5 years) 17 77.3 
in-experienced (<5 years) 5 22.7 
missing 1  
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Item 1.1: What is the likely diagnosis for the symptoms described in your allocated 
vignette? 
Participants (n=23) were provided one vignette before and after the mental 
health education program and asked to provide a diagnosis.  Multiple responses were 
possible but only ‘schizophrenia’ and ‘depression’ were considered correct. Prior to 
the education program, 8.7% (n=2) of the participants could diagnose schizophrenia 
and 17.4% (n=4) could diagnose depression. McNemar’s test was used to test the 
difference between participants’ ability to make the correct diagnosis before and after 
the education program. , The results were statistically significant at 5% level; 
13.6(df3), p=0.003. Table 5.22 presents a summary of participants’ choice of 
diagnosis pre and post the intervention. 
Table 5.21 Recognition of diagnosis pre- and post MHEP 
 
Diagnostic category 
 
Pre-intervention n (%) 
 
Post intervention n(%) 
 
Depression 4(17.4) 11(47.8) 
 
 
 
Schizophrenia 2(8.7) 8(34.8) 
 
Other 17(73.9) 4(17.4) 
 
Total 23(100) 23(100) 
*McNemar-Bowker Test 13.6 (3) p=.003 
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Helpful interventions for a person with mental illness 
1.2: How do you think the person described in the vignette can be helped? 
Participants were required to consider and choose medical, pharmacological 
and social interventions for a person with symptoms described in their allocated 
vignette. For each intervention, participants were required to choose the options that 
they considered helpful for the person described in the vignette. 
The MHEP appeared to have an impact on participant choices with 
significant shift to overall preferences by participants, with increases noted in ‘see a 
psychiatrist’ (13%, n=3 to 14%, n=4), ‘talk with family and friends’ (4.3%, n=1 to 
21.7%, n=5), ‘see a doctor’ (4.3%, n=1 to 13%, n=3) and ‘take medication’ (4.3%, 
n=1 to 21.7%, n=5). There were decreases in ‘take to a mental hospital’ (26.1%, n=6 
to 8.7%, n=2) and ‘listen and understand the problem’ (26.1%, n=6, 13%, n=3). After 
the MHEP, participants did not indicate the following choices 'patient must first 
recognise the problem', ‘don’t know', ‘see clinical officer’ and ‘see a faith/traditional 
healer’ as helpful options for the person described in the vignette. Overall, there was 
positive correlation between receiving MHEP and choosing medical options for 
people with mental illness. Table 5.23 presents a summary of frequencies and 
confidence intervals (95% CI) before and after the intervention. 
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Table 5.22 Frequencies and 95% CI of interventions by helpfulness before and after 
the MHEP (n=23) 
 Pre-intervention  Post-intervention 
Option n (%) 95%CI  n (%) 95%CI 
see a psychiatrist 3(13.0) 0.0-30.4  4(17.4) 4.3-34.8 
 
take to a mental hospital 6(26.1) 8.7-43.5 
 
 2(8.7) 0.0-21.7 
 
talk with friends and family 1(4.3) 0.0-13.0 
 
 5(21.7) 4.3-39.1 
listen and try to understand the 
problem 
6(26.1) 8.7-47.8 
 
 3(13.0) 0.0-30.3 
see a doctor 1(4.3) 0.0-13.0 
 
 3(13.0) 0.0-30.4 
take medication 1(4.3) 0.0-13.0 
 
 5(21.7) 4.3-39.1 
make happy and encourage 
him/her 
- - 
 
 1(4.3) 0.0-13.0 
patient must first recognise the 
problem 
1(4.3) 
 
0.0-13.0 
 
 - - 
don’t know 1(4.3) 0.0-13.0 
 
 - - 
see a clinical officer 2(8.7) 0.0-21.7 
 
 - - 
see/take to faith/traditional 
healer 
1(4.3) 0.0-13.0  - - 
 
 
Helpful persons and professionals for people with mental illness 
1.3: For each of the following, indicate if the person is likely to be helpful, neutral or 
harmful 
Participants were provided with a list of common health and lay persons in 
the Kenyan setting that provide services to people with mental illness. Participants 
were required to rate each person in the list as either being ‘helpful’, ‘neither’ or 
‘harmful’. People with medical training were ranked as most likely to be ‘helpful’ to 
a person with mental illness, with an increasing trend after the MHEP: psychiatrists 
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(87.0% to 95.7%); community health workers (94.4% to 95.7%); clinical officers 
(82.6% to 87.0%); nurses (84.2 to 90.5%); pharmacists (61.1% to 66.7%) and social 
workers (88.9% to 90.9%). Others such as teachers, neighbours, family and friends 
were also rated as ‘helpful’. Some groups were less favourably considered after the 
MHEP, although their ratings for ‘harmful’ only slightly changed or remained the 
same: Witch doctors (94.4% to 85.0%); self-help (66.7% to 65.0%); faith and 
traditional healers (64.7% to 65.0%). There were no significant differences between 
participants’ responses before and after the intervention, but on average, there were 
less missing responses after the intervention (2) compared to pre-intervention (5). 
Table 5.24 provides a summary of participants’ ratings for each professional 
category pre and post intervention. 
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Table 5.23 Frequencies of persons/professionals/groups thought most likely to be 
helpful to a person with mental illness, before and after the MHEP (n=23) 
 Pre-intervention  Post intervention  
professional/person/group helpful 
n(%) 
neither 
n(%) 
harmful 
n(%) 
m* helpful 
n(%) 
neither 
n(%) 
harmful 
n(%) 
m* 
 
psychiatrist 
 
20(87.0) 
 
- 
 
- 
 
3 
 
22(95.7) 
 
- 
 
- 
 
1 
 
clinical officer 19(82.6) - - 4 20(87.0) - - 3 
 
nurse 16(84.2) 2(10.5) 1(5.3) 4 19(90.5) 1(4.8) 1(4.8) 2 
 
close family 16(88.9) 1(5.6) 1(5.6) 5 22(95.7) - - 1 
 
close friend/s 14(87.5) 2(12.5) - 7 19(95.0) 1(5.0) - 3 
 
social worker 16(88.9) 2(11.1) - 5 20(90.9) 2(9.1) - 1 
 
local doctor 15(79.0) 2(10.5) 2(10.5) 4 17(85.0) 1(5.0) 2(10.0) 3 
 
community health worker 17(94.4) 1(5.6) - 5 22(95.7) 1(4.3) - - 
 
pharmacist 11(61.1) 3(16.7) 4(22.2) 5 14(66.7) 3(14.3) 4(19.0) 2 
 
self-help group members 2(11.1) 4(22.2) 12(66.7) 5 2(10.5) 2(10.5) 15(79.0) 4 
 
youth club members 11(64.7) 5(29.4) 1(5.9) 6 15(71.4) 6(28.6) - 2 
 
neighbour 13(68.4) 4(21.1) 2(10.5) 4 16(72.7) 5(22.7) 1(4.5) 1 
 
teacher 12(66.7) 6(33.3) - 5 14(66.7) 7(33.3) - 2 
 
faith/traditional healer 5(29.4) 1(5.9) 11(64.7) 6 5(25.0) 2(10.0) 13(65.0) 3 
 
self-help 2(10.0) 4(22.2) 12(66.7) 5 4(20.0) 3(15.0) 13(65.0) 3 
 
Witch doctor  1(5.6) - 17(94.4) 5 - 3(15.0) 17(85.0) 3 
m*=missing  
 
 
Likely prognosis with and without medical help 
1.4: What is the likely result if the person described in the vignette received or failed 
to receive professional help? 
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This item required participants to indicate the likely outcome if the person 
described in the vignette received or did not receive medical help. The ‘likely 
outcome’ responses options selected by participants ranged from ‘full recovery’ to 
‘partial recovery with potential for relapse’. McNemar’s test was used to explore the 
differences in responses for prognosis with and without professional help pre and 
post the MHEP. Although observed differences were not found to be statistically 
significant (p>0.05), the responses indicated that the MHEP had the effect of 
increasing participants’ awareness of the importance of medical help leading to 
‘partial or full improvement’ (61.9% to 81.0%). There was also  a corresponding 
increase in the number of participants who indicated that without medical help there 
would be ‘no improvement’ for the person described in the vignette (4.8% to 28.6%). 
Participants’ responses on likely prognosis pre and post the MHEP intervention are 
illustrated in Table 5.25.  
Table 5.24 Frequencies and 95% CI for prognosis with and prognosis without 
medical help before and after the intervention (MHEP) n=21*** 
 Pre-intervention  Post-intervention  
 n(%) (95%CI)  n(%) (95%CI) p-value 
WITH medical help       
Partial to full improvement 13(61.9) 42.9-81.0  17(81.0) 61.9-95.2  
0.446* No improvement 4(19.0) 4.8-38.1  1(4.8) 0.0-14.3 
Don’t know 4(19.0) 4.8-38.1  3(14.3) 0.0-28.6 
       
WITHOUT medical help       
Partial to full recovery 3(14.3) 0.0-28.6  3(14.3) 0.0-33.3  
0.158** No improvement 1(4.8) 0.0-14.3  6(28.6) 9.5-47.6 
Get worse 17(81.0) 61.9-95.2  12(57.1) 33.3-76.2 
*McNemar-Bowker Test 2.6(df3)p>0.5 
**McNemar-Bowker Test 5.2(df3)p>0.5 
***Missing =2 
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Participants’ knowledge of causes of mental illness 
1.5: What do you think are the possible causes of the type of problems described in 
the vignette? 
Participants were provided with a list of possible causes of mental illness and 
they were able to select all possible causes with the options ‘yes’, ‘no’ or ‘don’t 
know’. Participants’ perceptions of the possible causes of mental illness did not 
change significantly as a result of the MHEP. Only minor changes occurred post-
MHEP but overall: financial (100.0% to 94.7%); work problems (94.7% to 100.0%); 
loss/death (100% to 89.5%); trauma (89.5% to 84.2%) and addiction (89.5% to 
100.0%) were frequently proffered as possible causes of mental illness. ‘Genetics’ as 
a possible cause increased from 38.8% to 63.2%, whilst, ‘weakness of character’ 
decreased from 68.4% to 47.4%. Table 5.26 shows participants’ choices of likely 
causes of mental illness pre and post-MHEP. 
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Table 5.25 Frequencies and 95% CI of causes of mental illness before and after the 
MHEP n=19* 
 Pre-MHEP  Post MHEP 
Likely cause Yes No  Yes No 
of mental 
illness 
n(%) 95%CI n(%) 95%CI  n(%) 95%CI n(%) 95%CI 
finances 19(100.0) 100.0-
100.0 
- -  18(94.7) 84.2-
100.0 
1(5.3) 0.0-
15.8 
 
work problems 18(94.7) 84.2-
100.0 
1(5.3) 0.0-
15.8 
 19(100.0) 100.0-
100.0 
- - 
 
arguments 19(100.0) 100.0-
100.0 
- -  18(94.7) 84.2-
100.0 
1(5.3) 0.0-
15.8 
 
loss and grief 19(100.0) 100.0-
100.0 
- -  17(89.5) 73.7-
100.0 
2(10.5) 0.0-
26.3 
 
lack of control 19(100.0) 100.0-
100.0 
- -  19(100.0) 100.0-
100.0 
- - 
 
addiction 17(89.5) 73.7-
100.0 
2(10.5) 0.0-
26.3 
 19(100.0) 100.0-
100.0 
-  
- 
major 
traumatic 
event 
17(89.5) 73.7-
100.0 
2(10.6) 0.0-
15.8 
 16(84.2) 63.2-
100.0 
3(15.8) 0.0-
36.8 
 
childhood 
trauma 
14(73.7) 52.6-
94.6 
5(26.3) 5.4-
47.4 
 16(84.2) 63.2-
100.0 
3(15.8) 0.0-
31.6 
 
quarrelling 
with 
neighbours 
13(68.4) 47.4-
89.5 
6(31.6) 10.5-
52.6 
 18(94.7) 84.2-
100.0 
1(5.3) 0.0-
15.8 
 
co-dependency 17(89.5) 73.7-
100.0 
2(10.5) 0.0-
26.3 
 19(100.0) 100.0-
100.0 
- - 
 
anxious 
personality  
10(52.6) 31.6-
73.7 
8(42.1) 21.1-
63.2 
 10(52.6) 31.6-
73.7 
9(47.4) 26.3-
68.4 
 
infection 10(52.6) 31.6-
73.7 
9(47.4) 21.1-
63.2) 
 14(73.7) 52.6-
89.5 
5(26.3) 10.5-
47.4 
 
weakness of 
character 
13(68.4) 47.4-
89.5 
6(31.6) 10.5-
52.6 
 9(47.4) 26.3-
68.4 
10(52.6) 31.6-
73.7 
 
genetics 7(36.8) 15.8-
57.9 
12(63.2) 26.3-
68.4 
 12(63.2) 31.6-
73.7 
7(36.8) 15.8-
57.9 
 
Missing=4 
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2.0 Participants’ knowledge and attitudes regarding population groups at risk 
of developing mental illness 
 
2.1: Are the following people likely or unlikely to experience problems similar to 
those of the person in the vignette? 
Participants were presented with a list of population groups and required to 
rate their potential to develop symptoms of mental illness with the options ‘likely’, 
‘unlikely’ and ‘no difference’.  Participant perceptions of possible causes of mental 
illness pre and post the MHEP were not statistically significant (p>0.05). The 
number of people who thought that ‘old people’ were at risk of mental illness 
doubled post the MHEP from 22.2% (n=4) to 44.4% (n=8), p-value =0.08%, 
following the MHEP. Other increases were unemployed people 77.8% (n=14) to 
83.3% (n=15), p-value=0.60%, unmarried 61.1% (n=11) to 83.3% (n=15), p-value 
0.07% and women 61.1% (n=11) to 72.2% (n=13), p-value 0.75%. Poor people and 
people aged under 25 years were rated the same before and after MHEP 61.1 % 
(n=11) to 83.3% (n=12), p-value 0.44%. Rich people were rated as less likely to 
develop mental illness after the intervention; 22.2 % (n=4) to 11.1% (n=2), p-value 
0.56.  Table 5.27 presents a summary of groups or persons deemed most likely to be 
at risk of mental illness as ranked by participants before and after the MHEP. 
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Table 5.26  Frequencies, confidence intervals (95%) and p-values of population 
groups rated most likely to develop mental illness before and after the MHEP (n=18) 
 Pre-intervention  Post-intervention Wilcoxon 
Signed 
Rank Test 
 Population at risk n(%) 95%CI  n(%) 95%CI p-value 
Divorced/separated people 18(100.0) 100-100 
 
 18(100.0) 
 
100-100 
 
 
1.0 
Unemployed people 14(77.8) 
 
55.6-94.4 
 
 15(83.3) 
 
66.7-100.0 
 
0.60 
 
Unmarried people 
 
11(61.1) 38.9-83.3  15(83.3) 66.7-100 0.07 
Poor people 
 
11(61.1) 38.9-83.3  12(66.7) 44.4-83.3 0.44 
People under 25 years 11(61.1) 38.9-83.3  12(66.7) 44.4-83.3 0.59 
 
Women 
 
11(61.1) 38.9-83.3  13(72.2) 50.0-89.9 0.75 
Old people 
 
4(22.2) 5.6-44.4  8(44.4) 22.2-66.7 0.08 
Rich people 
 
4(22.2) 5.6-44.4  2(11.1) 0.0-27.8 0.56 
Missing=5 
 
2.2: Have you or anyone in your family ever had problems similar to those described 
in the vignette? If yes, did you/they receive treatment? 
This item required participants to indicate if they or their family have had 
personal experience with mental illness and its treatment. The first part of the 
question required participants to respond with ‘yes’, ‘no’ ‘don’t know’ or ‘refuse to 
answer’. The second part used similar responses but without the ‘refuse to answer 
option’. This item was maintained in its original format from Jorm’s MHLQ where 
the ‘refuse to answer’ option was not included in the history of treatment responses. 
Table 5.28 reports participants’ responses history of mental illness and its treatment 
before and after the MHEP. 
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Table 5.27 Frequencies, 95% CI and *Wilcoxon Signed Rank Test of history of 
mental illness and treatment with family and/or self, before and after the MHEP 
(n=23) 
 Pre-intervention  Post-intervention 
 Family Self  Family Self 
 %(95%CI) %(95%CI)  %(95%CI) %(95%CI) 
History of illness responses 
Yes 71.4(52.4-90.5) 9.1(0.0-22.7)  60.0(35.0-80.0) 15.8(0.0-31.6) 
 
No 23.8(4.8-42.9) 86.4(72.7-100.0)  30.0(10.0-55.0) 84.2(68.4-100.0) 
 
Don’t know 4.8(0.0-14.3) 4.5(0.0-13.6)  10.0(0.0-25.0) - 
 
Refuse to 
answer 
- -  - - 
 
History of treatment responses 
Yes 77.8(55.6-94.4) -  68.8(43.8-87.5) 37.5(12.5-75.0) 
 
No 16.7(0.0-33.3) 84.6(61.5-100.0)  18.8(0.0-37.5) 62.5(25.0-87.5) 
 
Don’t know 5.6(0.0-16.7) 15.4(0.0-38.5)  12.5(0.0-31.3) - 
*Wilcoxon signed Rank test 
 Family history of mental illness p-value =0.41 
 Family history of treatment p-value = 0.66 
 Personal history of mental illness p-value = 0.79 
 Personal history of treatment p-value = 0.10 
 
The data presented in Table 5.27 shows changes in the participants’ report of 
history of mental illness and treatment for self and/or their family. Although this item 
was designed to gauge participants’ willingness to admit to personal and/or family 
history of mental illness, and/or history of treatment for mental illness, there were 
inconsistencies in their responses to this item. While 71.4% of participants admitted 
to a family history of mental illness, up to 77.8% acknowledged treatment for mental 
illness. Of all participants that admitted to a personal history of mental illness (9%), 
none admitted to a history of treatment for mental illness. 
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Wilcoxon Signed Rank Test was used to compare participants’ responses 
before and after the MHEP. While Wilcoxon tests were all non-significant (p>0.5) at 
5% level: The number of participants that admitted to family history of mental illness 
decreased from 71.4% to 60%; p-value=0.41% after the MHEP, and there was 
corresponding decrease in the number of participants that indicated history of 
treatment for family members from 77.8% to 68.8%, p-value=0.66%. The number of 
participants that admitted personal history of mental illness increased from 9.1% to 
15.8% (p-value=0.79%), similarly, those admitting personal history of treatment for 
mental illness increased from 0% to 37.5 (p-value 0.10%).  
 
3.0 Participants’ attitudes on social distance towards people with mental illness 
Participants were asked to respond to statements on community perceptions 
of mental illness: i) beliefs about violence and relationships; ii) common beliefs and 
attitudes towards people who are mentally ill; and iii) their own socialising attitudes 
with people who have a mental illness. These statements sought participants’ 
perceptions of how people with symptoms of mental illness similar to that in the 
vignette would fit in the community following treatment. Options for responses were 
‘likely’, ‘unlikely’ and ‘don’t know’.  
The majority of participants expressed favourable attitudes towards people 
with mental illness. While some attitudes improved following the MHEP, others 
remained unchanged. None of the post-MHEP analysis yielded statistically 
significant results at the 5% level. 
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Attitudes on violence and behavioural impacts of people who experience mental illness 
This analysis relates to the first set of statements pre- and post-KMHEP. 
At pre-KMHEP, participants rated the seven statements about community 
beliefs about violence and relationships for people treated for mental illness with 
negative implications as ‘unlikely’, that people with mental illness would be violent 
(74%, n=17); have poor relationships (68.2%, n=15); or attempt suicide (68.2%, 
n=15). The positive statements elicited positive responses whereby participants 
indicated that people with mental illness were ‘likely’ to be understanding of other 
peoples’ feelings (77.3%, n=17); be good parents (79.3, n=17); have a good marriage 
(77.3%, n=17); and be good colleagues at work (82.6, n=19). Following the MHEP 
there was a positive effect in fostering participants’ attitudes towards the person 
described in the vignette. McNemar and McNemar-Bowker Test were used to test the 
difference in participants’ responses before and after the MHEP. The greatest 
increase was in the number of participants indicating that people were ‘unlikely’ to 
attempt suicide, where responses increased from 68.2% (n=15) to 90.9% (p-
value=0.135%) post-MHEP. There were also increases from pre to post-MHEP in the 
participants’ perceptions that people were ‘unlikely’ to have poor relationships; 
68.2% (n=15) to 81.8% (n=18); p-value=0.261, and ‘unlikely’ to be violent; 74.0% 
(n=17) to 87.0% (n=20), p-value=0.407. Participants’ perceptions of violence and 
relationships pre and post the MHEP intervention are illustrated in Table 5.29. 
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Table 5.28 Statements assessing participants’ attitudes towards behaviour and 
behavioural impacts of people who experience mental illness (n=23)  
Attitude 
statement 
Statement 
implication 
Pre-intervention  Post-intervention p-
value* 
 
  Likely 
n(%) 
Unlikely 
n(%) 
Don’t 
know 
n(%) 
 Likely 
n(%) 
Unlikely 
n(%) 
Don’t 
know 
n(%) 
 
violent Negative 1(4.3) 17(74.0) 5(21.7)  1(4.3) 20(87.0) 2(8.7) 0.407* 
 
poor 
relationships 
Negative 2(9.1) 15(68.2) 5(22.7)  3(13.6) 18(81.8) 1(4.5) 0.261* 
attempt 
suicide 
Negative 3(13.6) 15(68.2) 4(18.2)  1(4.5) 20(90.9) 1(4.5) 0.135* 
understanding 
of feelings 
Positive 17(77.3) 2(9.1) 3(13.6)  18(81.8) 3(13.6) 1(4.5) 0.333* 
good 
marriage 
Positive 17(79.3) - 6(26.1)  22(95.7) - 1(4.3) 0.063** 
good parent Positive 17(77.3) - 5(22.7)  21(95.5) - 1(4.5) 0.125** 
 
collegial  Positive 19(82.6) 2(8.7) 2(8.7)  21(91.3) 1(4.3) 1(4.3) 0.717* 
*McNemar-Bowker Test 
**McNemar’s Test 
 
Significance at α=0.05 
 
Participants’ beliefs and attitudes towards people who have mental illness 
For the second set of statements participants were required to respond to 
common held beliefs about people with mental illness with the responses being 
‘agree’, disagree’ and ‘neutral’. The majority of participants chose ‘disagree’ for the 
negatively worded statements such as ‘mental illness is a sign of personal weakness’ 
(63.6%, n=14), ‘mental illness is not a real medical problem’ (68.2%, n=68.2), ‘it is 
best to avoid people with mental illness’ (91.3%, n=21) and ‘people with mental 
illness are erratic’ (54.5%, n=12). However, half of the participants chose ‘agree’ for 
the statement ‘people with mental illness are dangerous to others’ (50.0%, n=11) and 
over half chose ‘agree’ for the statement ‘people with mental illness can get out of it’ 
(61.9%, n=13). While the majority of participants chose ‘agree’ for the statement 
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‘people with mental illness should disclose their illness to others’ (90.9%, n=20), 
only a small number (27%, n=6) agreed with the statement ‘I would vote for a 
politician even if I knew they had a mental illness’. 
Analysis of participants’ responses on attitudes towards mental illness after 
the KMHEP were not statistically significant however, there was a small increase 
from pre to post the KMHEP in the proportion of participants who chose ‘disagree’ 
for the statements ‘mental illness is a sign of personal weakness’; from 63.6% (n=14) 
to 77.3% (n=17), p-value=0.446%. Similarly, there was an increase in the number of 
participants who chose ‘disagree’ for the statement ‘people with mental illness are 
dangerous to others’ from 27.3% (n=6) to 31.8% (n=7), p-value=0.801%. The 
KMHEP had some unexpected effects, such as a decrease in the number of 
participants disagreeing that ‘mental illness is not a real problem’ decreased from 
68.2% (n=15) to 59.1% (n=13), p-value=0.445%; and also the statement ‘it is best to 
avoid people with a mental illness’ from 91.3% (n=21) to 87.0% (n=20), p-
value=0.846%. The KMHEP appeared to have no impact on participants’ perceptions 
regarding voting for a politician who had history of mental illness, whereby 68.2% 
(n=15) chose ‘disagree’ both at baseline and after the MHEP. 
Participants’ perceptions of commonly held beliefs about people with mental 
illness pre and post the KMHEP-pilot are illustrated in Table 5.30A and Table 5.30B. 
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Table 5.29A Statements assessing participants’ common beliefs and attitudes 
towards people with mental illness n=23 
Attitude 
statement 
Statement 
implication 
    Pre-intervention       Post-intervention                 p-value* 
 
  Agree 
n(%) 
Disagree 
n(%) 
Neutral 
n(%) 
 Agree 
n(%) 
Disagree 
n(%) 
Neutral 
n(%) 
 
people with 
mental illness 
can get out of 
it 
Negative 13(61.9) 3(14.3) 5(23.8)  14(66.7) 3(14.3) 4(19.0) 0.881* 
          
mental illness 
is a sign of 
personal 
weakness 
Negative 2(9.1) 14(63.6) 6(27.3)  2(9.1) 17(77.3) 3(13.6) 0.446* 
          
mental illness 
is not a real 
medical 
problem 
Negative 4(18.2) 15(68.2) 3(13.6)  7(31.8) 13(59.1) 2(9.1) 0.445* 
          
people with 
mental illness 
are dangerous 
to others 
Negative 11(50.0) 6(27.3) 5(22.7)  11(50.0) 7(31.8) 4(18.2) 0.801* 
          
it is best to 
avoid people 
with mental 
illness 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Negative 1(4.3) 21(91.3) 1(4.3)  1(4.3) 20(87.0) 2(8.7) 0.846* 
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Table 5.30B Statements assessing participants’ common beliefs and attitudes towards 
people with mental illness n=23 
Attitude 
statement 
Statement 
implication 
  Pre-intervention    Post-intervention                 p-value* 
 
  Agree 
n(%) 
Disagree 
n(%) 
Neutral 
n(%) 
 Agree 
n(%) 
Disagree 
n(%) 
Neutral 
n(%) 
 
 
people with 
mental illness 
are erratic 
Negative 6(27.3) 12(54.5) 4(18.2)  5(22.7) 12(54.5) 5(22.7) 0.480* 
          
people with 
mental illness 
should 
disclose their 
illness to 
others 
Positive 20(90.9) 2(9.1) -  19(86.4) 3(13.6) - 1.000** 
          
I would vote 
for a 
politician 
even if I knew 
they suffered 
from a mental 
illness 
Positive 6(27.3) 15(68.2) 1(4.5)  3(13.6) 15(68.2) 4(18.2) 0.223* 
*McNemar-Bowker  
**McNemar’s Test 
 Significance at α=0.05 
 
Participants’ attitudes regarding social distance with people who experience 
mental illness 
 Statements on ‘socializing attitudes’ and ‘discrimination’ were positively 
worded and are discussed separately below. 
Attitudes towards socialising, stigma and discrimination  
The last set of statements assessed participants’ attitudes towards socialising 
with people with mental illness. At baseline, the majority of participants chose 
‘agree’ to all five statements to; ‘be a neighbour’ (73.9%, n=17), ‘spend an evening 
socialising’ (87%, n=20), ‘develop a relationship’ (72.7%, n=16), ‘work closely with 
the person in your job’ (95.5%, n=21). The MHEP had a positive impact in fostering 
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these attitudes, with the proportion of participants for all but two of the statements. 
There were increases in participants’ agreement to the statements; ‘be a neighbour’ 
(73.9%, n=17 to 87.0%, n=20), ‘spend an evening socialising’ (87%, n=20 to 91.3%, 
n=21), and ‘accept the person to marry in your family’ (76.5%, n=13 to 82.4%, 
n=14). While the number of those agreeing to the statement ‘develop a relationship’ 
remained the unchanged (72.7%, n=16), there was a decrease in the number of 
participants who agreed with the statement ‘to work closely with this person in your 
job’ from 95.5%, n=21 to 86.4%, n=19. The final question aimed to elicit 
participants’ perceptions on whether people with mental illness were at risk of being 
stigmatised and discriminated against if they disclosed their illness to others. As 
illustrated in Table 5.30, at baseline only 43.5% (n=10) agreed with this statement 
however, following the MHEP the proportion of participants who agreed with this 
statement increased to 60.9% (n=14), p-value=0.392%. Participants’ responses to 
statements about socializing with people with mental illness pre and post the 
KMHEP-pilot are illustrated in Table 5.31. 
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Table 5.31 Statements assessing participants’ attitudes on socialising with people 
who experience mental illness n=23 
Attitude 
statement 
Statement 
implication 
  Pre-intervention    Post-intervention      p-value* 
 
  Yes 
n(%) 
No 
n(%) 
Don’t 
know 
n(%) 
 Yes 
n(%) 
No 
n(%) 
Don’t 
know 
n(%) 
 
          
to be a 
neighbour 
Positive 17(73.9) 5(21.7) 1(4.3)  20(87.0) 5(21.7) 1(4.3) 0.526* 
          
to spend an 
evening 
socialising 
Positive 20(87.0) 3(13.0) -  21(91.3) 1(4.3) 1(4.3) - 
          
to develop a 
relationship 
Positive 16(72.7) 6(27.3) -  16(72.7) 4(18.2) 2(9.1) - 
          
to work closely 
with this person 
in your job 
Positive 21(95.5) 1(4.3) -  19(86.4) 1(4.5) 2(9.1) - 
          
accept the 
person to marry 
into your family 
Positive 13(76.5) 4(23.5) -  14(82.4) 1(5.9) 2(11.8) - 
          
Person 
described in the 
vignette could 
be discriminated 
and stigmatised 
if they disclosed 
their illness 
Positive 10(43.5) 10(43.5) 3(13.0)  14(60.9) 7(30.4) 2(8.7) 0.392* 
*McNemar-Bowker Test 
**McNemar’s Test 
Significance at α=0.05 
 
Participant experience and post-pilot evaluation of the KMHEP 
Throughout the two-day KMHEP training, the researcher made observations and 
tracked individual participant engagement and contribution to learning activities and 
group sessions. While there was initial reluctance to contribute or volunteer 
information requested at the outset, after the first break-out session on Day One, 
participants were keenly engaged and volunteering scenarios from their clinical 
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settings for discussions with the group. Situational leaders emerged who helped to 
facilitate group discussions and/or presented information discussed in their groups. 
At the end of training in Day Two, participants were asked to complete an evaluation 
designed to gauge their experience with the KMHEP, questions related to: 
- appropriateness of the venue 
- keynote speakers 
- duration of training 
- training materials 
- relevance of MHEP to their work 
Overall, participants provided favourable comments on MHEP including keynote 
speakers and facilitators, duration of training and training resources. Participants 
indicated that they found MHEP to be mostly relevant to their work, some of their 
comments and suggestions are included in Box 5.4. 
 
 
 
 
 
 
Box 5.3 Phase-III participant evaluation comments 
 
Box 5. 4 Qualitative responses by participants on MHEP 
“I found this training to be important to my job and suggest that it should be cascaded to my colleagues and 
people working in clinics in my community” 
“there is need for more mental health content and the duration should be extended to five days” 
“more refresher courses such as this are required in my community more regularly, it would really help 
with the cases we see” 
“consideration should be given to setting up a local non-governmental organization in the community to 
lobby for more funds for mental health care in our sub-counties” 
“mental health is such a big issue and should be considered by our politicians and policy makers” 
“please incorporate role plays in your next training” 
“I feel more confident about assessing people with mental illness after this training” 
“I learnt a lot about my own mental health in this program” 
“I thank the teachers for taking care of us in the last two days” 
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Summary of findings from Phase-I, Phase-II and Phase-III 
 This chapter presented the findings obtained from Phase-I, Phase-II and 
Phase-III of the study. Phase-I involved a mental health system gap analysis using 
the WHO-AIMS and the Key Informant Questionnaire. Due to poor completion of 
the WHO-AIMS questionnaire items, participants’ responses were summarized in 
one table based on the WHO-AIMS domain category. Data were collected from n=10 
participants holding various roles in the Kenyan mental health system. One of the 
participants was a senior official in the Ministry of Health and this person was 
authorized to facilitate access to pertinent information and data relating to the 
Kenyan mental health system. Overall, findings from the Phase-I study indicated 
major gaps in the Kenyan mental health system and resources assessed against the 
WHO mhGAP standards of mental health care for LAMICs. Gaps identified related 
to financing of the mental health system, where less than 1% of the health budget is 
spent on mental health care, very low specialist mental health workforce (<500), 
absence of policy, plans and routine monitoring of the mental health system. An 
additional and notable finding for Phase-I was the dearth of human resources for 
mental health care where the total specialist mental health workforce for Kenya are 
less than 500 for a population of 45 million. 
The Phase-II study involved a mental health literacy survey using the 
KMHLQ adapted from Jorms MHLQ. The survey was undertaken among PHC 
workers (n=212) in four counties in Kenya. The findings indicated gaps in PHC 
worker knowledge and attitudes related to mental health care In particular, 
participants were noted to have low diagnostic accuracy levels when presented with a 
schizophrenia or depression vignette. Additionally, participants had inadequate 
knowledge of causes, risk factors and helpful options for people with mental illness. 
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Consistent with African social ethos, Phase-II found participants to have favourable 
attitudes towards people with mental illness which were gauged by items in the 
KMHLQ and social distance. Overall, Phase-II participants indicated unwillingness 
to respond to the questionnaire item on history of mental illness and treatment for 
self, where only 42% of participants responded to this item.  
Utilising a pre and post- test design, Phase-III involved piloting a MHEP 
(pilot), which also included the KMHLQ, for (n=23) PHC workers to test its 
effectiveness as a capacity-building measure and improving mental health literacy 
levels. Findings from Phase-III indicated positive results for diagnostic accuracy and 
knowledge of common risk factors and causes of mental illness following the 
education program. In this phase and unlike in Phase-II, all participants responded to 
the KMHLQ item on history of mental illness and treatment for self after MHEP.  
 Overall, results from the three phases of this study highlighted inadequacies 
in the Kenyan mental health system, as well as among those working within the 
system. A targeted MHEP showed positive impacts on mental health literacy levels 
of health care workers in the PHC setting.  
Chapter Six presents a detailed discussion of the findings from this study. The 
findings are discussed in relation to the conceptual frameworks, contemporary 
literature on global mental health in LAMICs, and effectiveness of capacity-building 
strategies, including educational approaches, for mental health care delivery in PHC 
settings.  
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Chapter 6: Discussion 
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Introduction 
This study sought to explore the state of mental health care in Kenya, 
including current gaps, and capacity-building strategies to ensure equitable and 
efficient access to mental health services for the majority of the population.  
Drawing on the literature review and the WHO’s mhGAP, the following 
research questions were developed and explored in three phases for this study: 
1) What are the current gaps in mental health care in the Kenyan primary health 
care sector? (Phase-I) 
2) What is the current capacity (mental health literacy; including knowledge, 
skills and attitudes) for mental health care among health workers in primary 
health care settings in Kenya? (Phase-II) 
3) Can a mental health literacy program implemented at the Kenyan primary 
health care level improve the mental health literacy and capacity of Kenyan 
primary healthcare workers? (Phase-III) 
Phase-I identified gaps in mental health services and structure in Kenya when 
measured against the WHO’s mhGAP standards. In Phase-II, the cross-sectional 
survey of mental health literacy among health workers in PHC settings in Kenya 
identified knowledge gaps among the workers for causes, capability to diagnose 
mental illness and helpful strategies. In Phase-III, a Mental Health Education 
Program (MHEP) was piloted and found to be an effective capacity-building strategy 
among PHC workers. An unexpected finding of this study was that participants in 
Phase-II and Phase-III had overwhelmingly positive attitudes towards people with 
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mental illness when compared to similar studies (Armstrong et al., 2011c; Kermode 
et al., 2010; Suhail, 2005). 
A key outcome of this research was its emphasis on primacy of social-
cultural context in capacity building initiatives in LAMICs. Chapter Six begins with 
a discussion of Cosmopolitanism and Capabilities Approach and how they informed 
the design and implementation of research in Kenya. Following this, Phase-I to 
Phase-III findings are discussed in relation to current literature and conceptual 
frameworks, and are structured according to key themes that emerged from the 
results. Phase-I, which focused on the overall current gaps in Kenya’s mental health 
care system (the first to do so using the WHO-AIMS instrument), highlighted gaps 
based on WHO’s mhGAP standards. Consequently, this discussion explores 
contextual factors for these gaps and will include findings from other similar 
LAMICs, to highlight challenges and opportunities for bridging the gaps. The Phase-
II discussion explores mental health literacy of the PHC workforce, with 
comparisons and remedial actions drawn from settings similar to Kenya. The 
discussion of the Phase-III pilot education program focuses on the potential of the 
MHEP as a low-cost, sustainable educational solution and capacity-building measure 
for PHC workers in Kenya and similar LAMICs. Examples of similar capacity-
building programs are included to enable comparisons as well as derive lessons for 
improvement of the MHEP. 
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Adapting mental health capacity building to social-cultural context 
A review of current literature, discussed in Chapter 2, indicated gaps that 
affected access and delivery of mental health care services for Kenya, these included 
gaps in human resources for health (Kiima, 2015; Musyimi et al., 2017b), financing 
(Ngui et al., 2010), policy and plans (Kiima & Jenkins, 2010a), and mental health 
infrastructure (Luoma et al., 2010). The WHO recommends integration of mental 
health services within primary health care as the most effective means of improving 
access to mental health care in LAMICs (WHO, 2008b). Yet, almost 10 years after 
the launch of the WHO’s Mental Health Global Action Program (mhGAP), the 
majority of LAMIC countries, including Kenya, have inadequate access to quality 
mental health care (Patel, 2014b; Thornicroft et al., 2012). 
Previous mental health care research in Kenya focused on ways that the 
specialist mental health workforce could be developed and equipped to manage the 
increasing burden of mental health care for 45 million people (Jenkins et al., 2010b). 
Despite establishment of a department of psychiatry and training programs for 
psychiatric nurses, Kenya has a very small specialist mental health workforce of less 
than 1000 personnel (Muga & Jenkins, 2010; Ndetei et al., 2007a). This current study 
sought to shift the focus from a specialised mental health workforce as a solution to 
equitable access to mental health care for Kenya, to capacity-building of the existing 
workforce. The latter approach is cheaper, more sustainable and is consistent with 
the WHO guidelines for mental health care in LAMICs. To better understand 
contextual factors relevant for Kenya, the current study used Cosmopolitanism and 
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Capabilities Approach as the broad lens with which to examine the social-cultural 
context. 
 
Towards a cosmopolitan approach to mental health care in Kenya 
 Cosmopolitanism is a theoretical framework that scholars from diverse 
disciplinary backgrounds have adopted as the basis for a new ethos suitable for 
analysing issues of twenty-first century global life (Axtmann, 2011; van Hooft, 
2012). For post-colonial LAMIC countries like Kenya, Cosmopolitanism helps to 
deconstruct new ways of entrenching domination often packaged as development aid, 
volunteerism or humanitarianism interventions. Instead, Cosmopolitanism favours 
heterogeneity and openness in knowing the other in a non-exploitative way (Haller & 
Roudometof, 2010). Translated to this Kenyan research, Cosmopolitan principles led 
to consideration of foreign research instruments such as WHO-AIMS and MHL, but 
only after they were adapted to local language and contexts. It also meant thinking 
outside the current trends aimed at replicating Western approaches to health care 
system design that are both resource intensive and out of reach of countries like 
Kenya. It is for this reason that this research focused on public mental health services 
and primary health care workers who are responsible for health care to the majority 
of the Kenyan population. 
Fifty years after the first call for a Cosmopolitan Turn, an appeal to nations of 
the world to adopt Cosmopolitanism as a new paradigm of social and political 
analysis (Strand, 2010), there continues to be widespread use of divisive phrases that 
undermine that call. Phases that are still in common use include ‘First world and 
Third World’, ‘Developed and Developing countries’ and ‘Poor versus Rich 
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countries’ (Tae Lee et al., 2014). Such phrases are reductionist in nature and 
understate differences within and between countries. Cosmopolitanism offers a 
macro-level account of social, economic, political and institutional arrangements that 
are prerequisite to effective capacity building initiatives. 
The literature review highlighted contextual factors that lead to inertia in 
relation to mental health access and care in Kenya, these included poor financing, 
low specialised health work force and inadequate policy framework (Jenkins et al., 
2010c; Kiima, Njenga, Okonji, & Kigamwa, 2004b; Musyimi et al., 2017b). 
Cosmopolitan perspectives such as universalism (Benhabib, 2005) and health justice 
(Delanty, 2012; Franco-Giraldo, 2016) were proposed as appropriate to mediate 
mental health governance for Kenya. This research utilised global health research 
instruments, adapted to research local problems in Kenya, therefore affirming a key 
cosmopolitan principle, that all human beings, regardless of geographical location or 
economic status are the same and inextricably linked. 
Health cosmopolitanism is a hybrid term used by Lane (2013) to describe a 
combination of both physiological and relational criteria. Physiological objective 
includes usual healthcare goals of safety equity and universality. Relational criteria 
include principles of cosmopolitan justice such as egalitarian individualism (self-
determination), reciprocal recognition and an impartial moral standpoint (respect for 
cultural diversity) (Lane, 2013). An example of applied health cosmopolitanism is 
the case of blending of Western and indigenous approaches to care when working 
with Traditional Birth Attendants in Vanuatu, Timor Leste and Cook Islands. The 
approach proved effective in meeting women’s medical safety goals as well as their 
cultural needs (Lane, 2013). While this was not the focus of this study, consideration 
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should be given to including alternative carers in mental health care in Kenya and 
similar countries. This may include co-opting traditional and faith healers who 
already play a role in informal health care (Ndetei et al., n.d). Inclusion of relational 
criteria in mental health care planning is key to achieving mental health care and 
access (physiological outcomes). Historical failure of health care in LAMICs despite 
decades of investment by national and foreign entities may be partially explained by 
narrow focus on physiological outcomes (Talbot & Verrinder, 2014). Achievement 
of Sustainable Development Goals that relate to mental health care will require 
enlightened policies that are informed by principles of health cosmopolitanism. 
 
Capability to be healthy as a prerequisite to global health justice 
Venkatapuram's view of health justice and health departs from the disease 
model worldview that equates health to absence of symptoms of ill health (Lorgelly 
et al., 2015; Venkatapuram et al., 2015). According to this view, health is seen as the 
ability to be and do things that make up a minimally good, flourishing and non-
humiliating life. This research was inspired by encounters with many people 
frequently seen in Kenyan urban and rural towns, and who, being mentally unwell 
are neglected and wander the streets with little regard for their self-care, nutrition or 
treatment (See de-identified images in Appendix 2 ). Such people live a humiliating 
life and their existence is neither good nor flourishing. It is the conclusion of this 
research that the fate of such people cannot await normal evolution of formal mental 
health services and current institutional arrangements hinder flourishing for people 
with mental illness. Capabilities Approach informed how poor outcomes for people 
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with mental illness in Kenya are produced, this theory has potential to bridge 
biomedical and social approaches to mental health care for Kenya. 
Global health justice refers to the responsibilities of global, national, local 
communities and individuals in addressing health deprivations and averting health 
threats (Anand et al., 2005). A key goal of this research was to explore gaps to 
mental health care for Kenya. Capability to be healthy is a prerequisite to global 
health justice, central capabilities for mental health care include prevention, 
diagnosis, treatment and rehabilitation (Clark, 2005; Comim et al., 2008). 
Capabilities Approach utilises a range of interlinking concepts to understand how 
people achieve social outcomes. Capabilities Approach is concerned with not only 
what people do, but what they could do, and the range of alternatives from which 
people can substantively choose (Bevilacqua, Rubio-Palis, Medina, & Cárdenas, 
2015). When applied to Kenya, this means approaching the issue of mental health 
care from a much wider scope than is currently the case, it includes being open to 
other health care providers like traditional and faith healers who are currently not 
part of the health provider mix in the health system. 
Capabilities Approach can be used to reconceptualise the experiences of 
people with mental illness with a focus on agency, equality and genuine opportunity 
(Brunner, 2017). This is because poor outcomes for mental wellbeing are related to 
competing and complex mechanisms at personal, social and structural levels. 
Capabilities Approach (Sen, 2005) paradigm was used to assess PHC worker 
capabilities and to design a targeted mental health education program. Ultimately, 
and despite issues of resource scarcity, this study was able to successfully design and 
test an mental health education program among primary health workers of Kenya. 
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Using novel approaches to care such as ‘task shifting’ and leveraging available 
human resources, Researchers conclude that Venkatapuran’s cluster rights, including 
‘capability to be healthy’ (Venkatapuram et al., 2015) are achievable in LAMICs. 
Public health interventions are becoming more complex, Sen's Capability Approach 
offers a much richer set of dimensions for health evaluation because of the theory's 
ability to capture all relevant outcomes and not just narrow focus on health status.  
Kenya is a multiethnic society with significant social, economic and political 
challenges. Cosmopolitan concepts of justice, diversity and equality (Strand, 2010) 
allowed for analysis of the Kenyan context. The Capabilities Approach and its key 
concepts of self-determination for sustainable development (Goerne, 2010) 
facilitated appraisal of the strengths among Kenya’s primary health care workforce. 
The heterogeneity of the local scenes in the Counties of Murang’a, Meru, Nairobi 
and Machakos where this research was undertaken point to the relevance of 
suitability of both Cosmopolitanism and Capabilities Approach. By using Capability 
Approach and Cosmopolitanism, this research has shown the importance of going 
beyond simple examination of state capacity, to reflecting more on underlying beliefs 
and structures that make it difficult for Kenya to achieve its mental health goals 
Discussion of results from Phase-I to Phase-III are discussed below. 
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Phase-I Mental Health Gap Analysis for Kenya 
An initial objective of Phase-I was to use Cosmopolitan lens to deepen 
understanding  of Kenya’s social systems, structures and the interplay between actors 
in Kenya’s health system that have a bearing on mental health care. In particular, a 
key aim was to explore policy, legislation, financing, human resource and level of 
integration of mental health services into PHC settings of Kenya, to determine 
current level of mental health services.  In this phase, the WHO-AIMS (WHO, 
2005b) was used as a baseline standard.  
Prior to this study, only one other study in Kenya had used the brief version 
of the WHO-AIMS instrument to assess the mental health system of Kilifi county in 
the Kenyan coast in 2014 (Bitta, Kariuki, Chengo, & Newton, 2017). Prior to the 
current research, no other studies in Kenya had used the full version of the WHO-
AIMs to assess gaps in mental health service provision. 
Significant gaps in access to basic mental health care at all levels of the 
health care system in Kenya were identified in Phase-I. This phase highlighted the 
overall lower performance of the Kenyan mental health system when measured 
against the WHO’s standard of mental health care for LAMICs, the mhGAP (WHO, 
2008b).  Another finding was the lack of mental health system data on core 
indicators such as mental health budgets, primary and secondary mental health 
facilities and mental health treatments (See Chapter 5: Table 5.3 WHO-AIMS 
Summary Responses by Domain Category). A lack of data on core mental health 
service performance indicators leads to invisibility of the disease burden related to 
mental illness, and consequently, marginalisation of people affected by mental health 
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problems due to failure to highlight areas of need and under resourcing (Jenkins, 
Baingana, Ahmad, McDaid, & Atun, 2011).  
Although the Primary Key Informant at the Ministry of Health consented to 
complete the WHO-AIMS questionnaire, many items within the domains were either 
unanswered or only partially answered. It is unclear whether the inability to complete 
many items from the questionnaire was due to a lack of access to specific 
information, or a reluctance to expose failures and gaps in the system. This finding is 
consistent with previous literature that reported a lack of transparency and access for 
research initiatives on the Kenyan mental health system (de Menil & Knapp, 2015; 
Muga & Jenkins, 2010; Ngui et al., 2010).  
 
Gaps in mental health governance: policy, plan and legislation 
The WHO outlines key elements of health governance as being strategic 
policy frameworks, effective oversight, coalition building, regulation, attention to 
system-design and accountability (Petersen et al., 2017).  Current WHO-led global 
efforts aim to ensure that some or most of these elements are present in LAMICs. 
The WHO requires existence of a mental health policy, plan and mental health law 
that accords to international and regional human rights and standards (WHO, 2013a). 
Policies, plans and laws (commonly referred to as ‘stewardship’ or ‘governance’ 
instruments) (Saxena et al., 2011) are key to mental health governance. Governance 
instruments (plans and policies) older than 10 years may not accurately reflect recent 
developments in international human rights standards and evidence-based practice 
(Marais & Petersen, 2015). Inadequate governance is often seen as a barrier to 
effective integration of mental health care into PHC services in LAMICs (Petersen et 
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al., 2017). The WHO has targeted 50% of  LAMICs to have developed and updated 
their laws, and 80% of countries to have developed or updated their mental health 
policies and plans by 2020 (WHO, 2013a). As mentioned previously, (Chapter 2) 
prior to 2012 Kenya did not have a mental health policy. However, Kenya’s first 
mental health policy had been in draft form since 2012 until its launch in May 2016. 
When Kenya’s Mental Health Policy is finally implemented, it is expected to align 
the country with international policy norms for mental health care as recommended 
by WHO (WHO, 2008b, 2009b, 2013a). Although this new mental health policy was 
launched in 2016, it is yet to be implemented and operationalised within Kenya’s 
health system.  
A finding of this study was that Kenya does not have a national mental health 
plan, instead, participants in Phase-I pointed to the Kenya Health Sector Strategic 
and Investment Plan  where aspects of a mental health plan are included in the 
overall country health care plan (Government of Kenya, 2012b). This finding is 
consistent with Hanlon’s (2014)  study that found that that almost half of LAMICs 
do not have a national mental health plan or policy (Hanlon et al., 2014). A similar 
study by Omar et al (2010) found that only 53% of African countries have a mental 
health policy and plan, and of those, the policy is non-operational or inconsistent 
with the WHO guidelines (Omar et al., 2010). The WHO states that a mental health 
policy and plan signals a state’s intent to address the mental health needs of its 
people. The lack of a mental health plan also means that it is not possible to 
determine how the mental health system is monitored, what its key goals are and how 
well they are achieved, or current and future finance and human resource projections 
(Mugisha et al., 2017). 
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 The latest version of the Kenyan Mental Health Act was 1989, which is 
outdated and not in keeping with current the WHO guidelines and  humane practices 
in mental health care (WHO, 2013a). Current the WHO guidelines with regard to 
legislation require as a minimum: access by consumers to least restrictive care; rights 
of consumers, family and care givers; voluntary and involuntary treatment; 
accreditation of professionals and facilities; and standardized documentation and 
procedures (WHO, 2013a, 2014). Findings from the literature review indicated that a 
Mental Health Bill was tabled in the Kenyan parliament in 2013 in line with the new 
Kenyan constitution, in order to update the Kenyan Mental Health Act. At the time 
of writing, this Bill had not been passed. Continued use of an outdated Mental Health 
Act may be associated with lack of access to mental health care, poor advocacy for 
those affected and poor regulation of treatments and procedures (WHO, 2009b). A 
CNN documentary aired in 2011 provided details of patients escaping from the main 
psychiatric hospital in Nairobi and highlighted increasing police involvement in 
arrest and imprisonment of people with mental illness. This may be further indication 
of gaps in care related to an outdated mental health legislation. 
Kenya lacks policy direction and plans for delivering, implementing and 
evaluating mental health care (Jenkins et al., 2010b; Muga & Jenkins, 2010; Ndetei 
et al., 2015). This study concludes that good mental health care practices, and service 
components (based on the WHO guidelines) would be difficult to embed in the 
Kenyan health care system until the recently launched Mental Health Policy is 
implemented. It is also necessary for Kenya’s Mental Health Act to be updated and 
to develop a Mental Health Plan consistent with current WHO guidelines. 
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Inadequate financing of mental health services 
The WHO requires all countries to have established financial arrangements 
for mental health care consistent with their level of development and gross domestic 
product (WHO, 2009b). A number of studies have reported current financing 
arrangements in most LAMICs as inadequate (Gureje & Thornicroft, 2015; Mugisha 
et al., 2017; Sweetland et al., 2014). The consequence of this underinvestment in 
mental health care has resulted in high levels of disability, mortality and human 
rights violations for people with mental illness (Asher & De Silva, 2017). 
The WHO-AIMS questionnaire items on financing aimed to establish the 
proportion of the health budget that is dedicated to mental health services (WHO, 
2005b). No response was provided for this item by participants, however, 
information accessed from the Kenyan government (Government of Kenya, 2012a, 
2012b) and WHO reports (WHO, 2009c, 2011) show that Kenya spends  less than 
one  percent  of its health budget on mental health services. This equates to 
approximately US$.30) or Ksh20.00 (Kenya Shillings) per capita annually or 0.6% 
of Gross National Product per capita. This is well below the WHO’s recommended 
expenditure of 5% of Gross National Product per capita (WHO, 2011). In contrast, 
developed countries like USA, Spain, Australia  and Singapore spend an average of 
US$58.73 per capita per year (WHO, 2011). Bitta et al (2017) found Kilifi County to 
have no quantified mental health budget, and they concluded that this makes 
planning of mental health services difficult (Bitta et al., 2017). 
 Kenya is still reliant on development partners like the European Union (EU), 
Australia Aid (AUSAID), United States Agency for International Development 
(USAID) and Grand Challenges Canada to finance almost 60% of its health budget 
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(Moyo, 2009; Mutungi et al., 2008; Rakuom, 2010). Current health funding 
arrangements for Kenya have been reported to have minimal focus on mental health 
care (Muga & Jenkins, 2010; Ngui et al., 2010). This study found that only Grand 
Challenges Canada and the Nuffield Trust (UK) provides funding for mental health 
programs and mental health research in Kenya (de Menil et al., 2014). There is 
general lack of financing and investment in health care in Kenya (Perales et al., 
2015). Although it was beyond the scope of this study to investigate possible causes 
of poor financing for mental health services in Kenya, Shiffman (2008) has 
suggested that focus on HIV/AIDS from the 1990s drew vital resources away from 
mainstream health services. Despite continuing reduction in incidence of HIV/AIDS 
in Kenya, budgets and personnel have not been reinstated to mainstream health 
(Shiffman, 2008).  
Although recent devolution and decentralisation of budget allocation 
(Government of Kenya, 2015a) may lead to prioritisation of mental health services 
by some counties as observed by several participants in this study, this study’s 
findings show that the lack of adequate finances is likely to continue to be a 
significant hindrance to effective mental health care in Kenya into the future. 
Kenya’s low expenditure of less than one percent of its total health budget on mental 
health care is comparable to other LAMICs. A report on mental health systems of six 
LAMICs ; Ethiopia, Nepal, India, South Africa, Nigeria and Uganda; found the 
average expenditure relative to the total health budget to range between 0.06% for 
Nepal to 5% for South Africa (Mugisha et al., 2017). 
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Lack of treatment and referral options 
The WHO  has noted that, despite the ubiquity and prevalence rates of mental 
illness, most LAMICs countries lack functioning mental health systems that are 
capable to meet mental health consumer needs (WHO, 2009b). Peterson et al (2017) 
suggest that a well-designed mental health system should be able to meet the needs 
of consumers with recurring episodic acute mental health needs, as well as those with 
stabilized but chronic mental health needs. Current mental health care needs in most 
LAMICs far outweigh available resources because of inadequate mental health 
infrastructure, paucity of psychotropic medications and low numbers of critical 
mental health specialists or health workers with appropriate mental health training 
(Petersen et al., 2017). 
The literature review for this study established that mental health services in 
Kenya are meant to be provided through a catchment area system that is developed 
around Kenya’s six tier system, namely PHC in the community setting (Level 1) to 
tertiary hospital (Level 6) (Rakuom, 2010). This study found that capacity for 
chronic and acute mental health care is only available in Kenya’s three psychiatric 
hospitals with a capacity of approximately 1000 beds (See Chapter 5: Table 5.1 
Public Mental Health Facilities in Kenya). For a population of almost 45 million 
people, this equates to one bed for almost 45,000 people (2.2:100,000 population), 
far below the current global average of 17.5 beds per 100,000 population (WHO, 
2011), with the majority of mental health beds in Kenya are located at Mathari 
Hospital, a Level 6 hospital based in the capital Nairobi (Ndetei et al., 2009). This 
study found no information on the actual number of mental health day treatment 
facilities, community inpatient facilities or community outpatient facilities for 
Kenya. These findings are consistent with the Kilifi study by Bitta et al (2017) that 
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reported lack of mental health facilities and community follow-up for people with 
mental illness. 
The WHO has set guidelines that should be minimum standard for a well-
functioning mental health system and is based on the proportion of consumers 
accessing mental health services, the number of consumers treated as involuntary 
patients, the average number of days consumers spend in mental/psychiatric 
hospitals, and the bed occupancy rate in psychiatric hospitals (WHO, 2009d). The 
Key Informants in this study reported a lack of routine collection and reporting of 
these data, lack of routine reporting and mental health performance is associated with 
invisibility of disease burden related to mental disorders (Whiteford et al., 2013).  
 
Inadequate treatment and lack of psychosocial services 
In Phase-1, the response provided to the questionnaire item on psychosocial 
services indicated that up to 80% of consumers could potentially access psychosocial 
treatments, for example, cognitive behavioural therapy, dialectical behavioural 
therapy, group therapy and mindfulness. It remains questionable whether this would 
be plausible, considering that Kenya lacks capacity in adequate personnel and 
finances to sustain such psychosocial programs. It is also possible that this 
questionnaire item was open to mis-interpretation because actual psychosocial 
treatments were not specified. Either way, Kenya does not have the required 
expertise (psychologists, social workers and occupational therapists) (Bitta et al., 
2017; Kimosop, Kariuki, Mwanthi, Biwott, & Wanyonyi, 2011) to provide 
psychosocial treatment. This finding is consistent with those of Petersen et al (2017) 
that found insufficient medication and psychosocial treatments for people with 
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mental illness in six LAMICs: Uganda, Ethiopia, Nepal, India, Nigeria and South 
Africa (Petersen et al., 2017). 
Limited information is openly available on psychotropic medications (Ngui et 
al., 2010; Othieno et al., 2001) or psychological services available for people with 
mental health problems in Kenya, and the Key Informants noted that both are limited 
and expensive resources in Kenya. Psychotropic medicines are included in countrys’ 
essential health packages based on public health relevance, evidence of efficacy, 
safety, and comparative cost-effectiveness (WHO, 2009b). Similar to the study by 
Bitta et al (2017) in Kilifi, Kenya, this study found Kenya to have a very limited 
psychotropic medication formulary. The PHC essential drugs package for Kenya 
only lists chlorpromazine, amitriptyline and diazepam as medications to treat 
psychosis, depression and anxiety. These medications are potentially addictive and 
associated with very serious side effects. Current treatment conventions for these 
conditions include second generation psychotropic medications such as risperidone, 
clozapine, citalopram, duloxetine and bupropion (Musyimi, Mutiso, Ndetei, 
Henderson, & Bunders, 2017a; O'Reilly et al., 2010; Souza, Yasuda, & Cristofani, 
2009).   Further, even where mental health services and medications are available in 
Kenya, the quality of psychotropic medications in use is an additional disincentive 
and barrier to mental health access because of the negative impacts on normal 
function, health, and lifestyle (Musyimi et al., 2017a). There are a number of 
consumer advocacy and Non-Governmental Organisations (NGO) working in mental 
health services in Kenya: these include Basic Needs (UK), Africa Mental Health 
Foundation, Caritas, Schizophrenia Foundation and World Vision(de Menil & 
Knapp, 2015). 
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While these findings are not unique to Kenya, at the heart of resource scarcity 
in LAMICs is the issue of resource availability and resource allocation. Mental 
health care has remained a low-budget priority for Kenya for reasons highlighted in 
the Literature Review (Chapter 2) of this study. In a politically challenging and 
economically complex context such as Kenya, there is need to consider Kinghorn’s 
proposal of adopting ‘capability’  as an alternative to utilitarian health maximisation 
when it comes to allocation of scarce health resources (Kinghorn, 2015). This would 
eventually lead to contextually relevant measures of health and wellbeing, and not 
those imposed by external actors. 
 
Lack of integration of mental health services into primary health care settings 
This study found no evidence of systematic integration of mental health 
services into PHC services in Kenya by most of the indicators set by the WHO for 
LAMICs. Integrating mental health care services into PHC facilitates person-centred 
care for the individual and holistic services for the community; this is central to the 
values of Alma Ata Declaration on primary health care (WHO, 2008a). 
As a low-income country, Kenya has a paucity of human and financial 
resources allocated to its mental health services (Jenkins et al., 2010b; Kiima & 
Jenkins, 2010a; Muga & Jenkins, 2010). Kenya’s capacity to manage the disease 
burden related to mental illness is severely challenged by several factors, a key factor 
being the lack of specialist mental health personnel to provide services for the 
estimated 4.6 million Kenyans living with a mental illness (Jenkins et al., 2012b). 
Primary health care services are often the main source of healthcare for people living 
in LAMICs (Ssebunnya et al., 2010; WHO, 2008a), thus, managing mental illness in 
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PHC settings is fundamental to enabling the largest number of people to gain access 
to mental health care in the communities in which they live (WHO, 2001). Current 
low levels of resource allocation to mental health care in Kenya are likely to continue 
as resources are directed to disease conditions with determined burden like 
HIV/AIDS, Cancer, Malaria and Tuberculosis (Jenkins, Baingana, Belkin, Borowitz, 
& Daly, 2010a; Menil, Ndetei, Waruguru, Knapp, & McDaid, 2014).  
According to Thorncroft et al’s Optimal Health Services Model (See Chapter 
2)  mental health care service provision should be part of general health service 
provision, with differing variety of service packages determined by the particular 
countrys’ level of development. Ultimately, more developed countries may have a 
mix of services including specialised tertiary mental health units, crisis care, 
community care and mobile support, while less developed countries may have 
similar services embedded in general health services to reduce costs but fulfil mental 
health care needs of their populations (Thornicroft et al., 2010). The WHO through 
its mhGAP program recommends integration of mental health services into PHC 
services as a strategy to ensure delivery of effective, safe and accessible mental 
health services to the majority of the population (WHO, 2008b). This is especially 
the case in LAMICs where resources are low and alternative health care options are 
not available. The WHO further emphasise that the need to integrate mental health 
into PHC services is the most effective way of closing the treatment gap (WHO, 
2009a), and highlights seven key  reasons for this integration, as  summarised below 
(WHO, 2008a). 
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The WHO identifies seven main reasons for integrating mental health services into 
primary health care system especially in LAMICs: 
 High disease burden related to mental illness 
 Mental and physical health issues are interrelated 
 There is a big treatment gap for mental illness 
 Integrating mental health into PHC helps to enhance access 
 An integrated service helps to minimise stigma and to promote human rights 
culture 
 Integrated services are affordable and cost effective 
 Integration helps to generate good health outcomes 
(WHO, 2008a) 
 
The justification for current neglect of mental health services is based on the 
assumption that mental illness affects only a small proportion of the population. 
However, a joint WHO and World Organization of Family Doctors report (WHO, 
2008a) found that mental illness is common, and that up to 60% of people attending 
primary health care clinics globally have a diagnosable mental illness. This incidence 
could be higher in LAMICs with low resources and inadequate health infrastructure. 
The report further concludes that integrated mental health services in PHC settings of 
Kenya can lead to a reduction in the disease burden related to mental health 
problems. 
 
The problem of ‘brain drain’ and low human resources for health in Kenya 
Human resources are the most important asset of any mental health service, 
and the WHO further recommends that a countrys’ mental health policy and plans 
should focus on community care and de-institutionalisation, integration of mental 
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health services with general health programs, multidisciplinary approaches to mental 
health care, inter-sectoral collaboration, and combating stigma and discrimination 
(WHO, 2009d). 
A finding of this study was that the current specialist mental health workforce 
in Kenya mainly constitutes 74 psychiatrists and 500 psychiatric nurses (See Chapter 
5: Table 5.2 Specialist mental Health Workforce in Kenya). These figures are 
considered inadequate by WHO standards for provision of mental health care to 
nearly 45 million people that live in Kenya. Similar findings were noted in a study 
undertaken in Kilifi county, Kenya where there were no psychiatrists and only 2 
psychiatric nurses for a population of 1.2 million people (Bitta et al., 2017). Recent 
studies have commented widely on the labour flight, commonly referred to as the 
‘brain drain’ from LAMICs to Western countries (Fukuda-Parr, 2003; Gureje & 
Thornicroft, 2015; International Council of Nurses, 2007). Similar studies have been 
undertaken in Kenya on the push factors that deprive the country of scarce mental 
health human resources (Gross et al., 2010; Jenkins et al., 2010b; Muga & Jenkins, 
2008b; Ndetei et al., 2008). Daniels (2008) argues that developed countries have 
harmed LAMICs by solving their labor shortages with trained personnel from 
LAMICs, noting that 23-34% of doctors in Organisation for Economic Cooperation 
and Development (OECD) countries are foreign trained and mostly from LAMICs 
such as India, Sri Lanka and sub-Saharan Africa. The resulting shortages are best 
exemplified by Ghana, where 60% of trained doctors immigrated, mainly to the UK 
in the 1980s, and in 2002 47% of physician positions were unfilled in Ghana. 
Similarly, in South Africa, 7000 registered nurses worked in OECD countries, while 
there was a shortfall of 32,000 positions for registered nurses in the country (Daniels, 
2008). While it was outside the scope of this study to explore ‘brain drain’ as it 
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relates to mental health care, researchers noted that loss of trained doctors and nurses 
from Kenya comes at a very high cost to the economy and the health sector. Fair 
management of emigration and compensation for origin countries have been 
proposed as possible strategies to deal with the impact of the ‘brain drain’ (Brock, 
2015). 
Increasing mental health access in LAMICs requires adequate health 
workforce, and with appropriate skills to deliver mental health care (Patel & Saxena, 
2014), however, these . countries lack the resources to have a specialist mental health 
workforce (Petersen et al., 2011). This study found that health workers undergoing 
training as doctors, nurses and clinical officers  have specific theoretical and clinical 
content on mental illness and mental health care (Ndetei et al., 2008; Ndetei et al., 
2007a). However, whilst a Masters level post-graduate course in psychiatry is 
available for doctors (Ndetei et al., 2007a), other categories of health workers do not 
have postgraduate courses related to mental health. Further, this study found no 
evidence of regular refresher courses on mental health care for health workers in 
Kenya, including doctors. Researcher efforts to acquire an actual breakdown of 
theoretical and clinical hours dedicated to mental health for each professional 
category in Kenya was unsuccessful, because Kenya does not have a unified 
regulator of health professionals, rather, each professional group has its own 
regulator, for example, The Nursing Council of Kenya, Clinical Officers Council, 
Medical and Dentists Board. Access to training and curriculum information held by 
these regulators was considered but abandoned because of the layered approval 
processes that were time consuming. 
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Further analysis of Kenya’s mental health system found that only a few 
agencies offer informal training in mental health care services such as counselling, 
psychosocial rehabilitation and addiction training. These agencies  include Basic 
Needs (UK); the Africa Mental Health Foundation; Support for Addiction and 
Treatment in Africa (SAPTA); Liverpool Voluntary Counselling and Training 
(LVCT); and Kamili Organisation (Kimosop et al., 2011). The Agha Khan 
University and tertiary hospital also engage in informal mental health training but 
only for their own staff (de Menil & Knapp, 2015). 
The choice to focus on capacity-building among PHC workers in this study is 
further justified by current projections within the Kenyan Health Policy 2014-2030, 
that shows planned human resources for health under the Kenya Health Sector 
Strategic Plan (KHSSP) (Government of Kenya, 2015a). Table 6.1 shows current and 
projected growth among various categories of health workers in Kenya by 2030. 
Table 6.1 Current and projected Human Resources for Health growth for Kenya 
Professional Category Current 
Numbers 
Projected 
numbers 
Approx- percentage 
change 
Nurses 23415 50217 2.1% 
 
Doctors 2239 13141 5.8% 
 
Clinical Officers 4723 16278 3.4% 
 
Occupational Therapists 310 704 2.2% 
 
Pharmacists 1696 3830 2.2% 
 
Psychiatrists 74 461 6.2% 
 
Social Workers 319 3528 11% 
 
Public Health Officers & 
Technicians 
1969 6891 3.5% 
Community Health Workers 395 120866 >300% 
*Table created from Kenya Health Strategic Plan (KHSSP) published (Government of 
Kenya, 2012b) 
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Although the KHSSP report does not detail how the growth in the various 
categories of health workers in Kenya will occur, it is clear that the biggest increase 
will be amongst community health workers with projected growth of over 300%. 
While existing gaps and challenges to achieve set targets are acknowledged, 
projected growth in Nurses (2.1%), Clinical Officers (3.4%), Social Workers (11%) 
and Community Health Workers (305%) can be leveraged by implementing mental 
health capacity-building programs among these categories. No projections are 
indicated for specialist mental health workforce (psychologists or psychiatric nurses) 
other than psychiatrists in the current Health Policy Human Resources for Health 
model (Government of Kenya, 2015a). For Kenya to achieve its goals for health 
under vision 2030 and SDGs, significant investments in health and mental health 
care are required (Rotich & Tugumisirize, 2017; WHO, 2013a). 
According to WHO mhGAP program, transforming the health workforce 
does not only involve training more health workers, but should also include building 
capacity of the existing workers (WHO, 2008b). Kenya can address its current dearth 
in mental health skilled workforce by changing the skill mix of existing PHC 
workers, and this can be done by implementing capacity-building programs that 
embed new competencies in mental health care, such program was piloted in Phase-
III of this study and will be discussed in detail. 
 
Lack of public education and links to other sectors 
 By 2020, the WHO aims to have 80% of countries having at least two 
functioning national, multi-sectoral mental health education, promotion and 
prevention programs (WHO, 2013a). Health education has been defined as 
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“consciously constructed opportunities for learning involving some form of 
communication designed to improve health literacy, including improving knowledge, 
and developing skills which are conducive to individual and community health” 
(Talbot & Verrinder, 2014, p. 224). Health education and mental health awareness 
campaigns can be undertaken through use of specially targeted campaigns, mass and 
social media or through formal education programs in schools (Thornicroft & 
Tansella, 2004). This study found no evidence of a national coordinating body to 
oversee public awareness and campaigns to improve population awareness of mental 
health problems and resources for mental health care as required by the WHO 
standards (WHO, 2005b). This study also found no evidence of multi-sectoral 
approach to mental health education and mental health care; in particular, the study 
found no evidence of welfare bodies or state pensions or benefits for people with 
disabilities related to mental illness. These findings are consistent with reports from 
recent studies on Kenya’s mental health care system that found a general lack of 
welfare and supports for mental health consumers (Jenkins et al., 2010b; Kiima, 
2008; Muga & Jenkins, 2010; Ndetei et al., 2007a). 
 
Lack of monitoring and research on mental healthcare 
 The WHO recommends a country mental health system should include 
surveillance to ensure collection, processing, analysis and dissemination of data on 
mental health and mental health needs of the population (WHO, 2013a). Such 
monitoring enables planning and appropriate allocation of resources (WHO, 2013a). 
WHO has a target that 80% of all countries should  routinely collect and report a core 
set of mental health indicators every two years (WHO, 2013a). Where possible, 
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surveys can be used to complement data from routine information systems (WHO, 
2013a). This study sought information on core set of health indicators that according 
to the WHO, should be routinely collected and reported (to WHO) at least every two 
years, information collected may include essential indicators of health and social 
system actions such as training and human resource levels, availability of 
psychotropic medicines, admissions and discharges and  deaths. The data then 
needed to be disaggregated by sex and age-groups. This study found no evidence of 
routine or periodical data collection or reports related to mental health care in Kenya 
that would be useful in informing objectives and/or outcomes for mental health care 
and service provision. 
 The majority of research into mental health systems and services have been 
undertaken in Western countries, and this has led to improvements in mental health 
services and better allocation of available resources (WHO, 2009a). Studies 
conducted in LAMICs in the past twenty years consistently report that access to 
mental health care is inadequate and inequitable (Minas & Jorm, 2010; Patel, 2003; 
Saxena et al., 2007a), and where services exist, they are inefficient for meeting the 
needs of the population (Armstrong et al., 2011a; Ganasen et al., 2008; Gureje & 
Alem, 2000; Hanlon, Wondimagegn, & Alem, 2010; Jenkins et al., 2010a). Jenkins 
et al (2010) argue that lack of new research and core indicators leads to invisibility 
and marginalization of mental health (Jenkins et al., 2010a). Planning for mental 
health service provision and capacity-building for existing services requires a 
credible information base to ensure enlightened allocation of scarce human and 
financial resources in LAMICs (Gureje & Alem, 2000). 
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Summary of Phase-I: Gap analysis survey 
Data from the WHO-AIMS (WHO, 2009b), Key Informants and national and 
international reports published in the past decade on the Kenyan mental health 
system, all point to an underdeveloped system (WHO, 2008b) measures. This 
research identified key gaps in policy and legislation, financing, human resources 
and physical facilities, and these findings were reinforced by the responses from the 
Key Informants which pointed to political inertia, poverty and stigma as additional 
significant barriers to mental health care in Kenya.  
Participants’ responses to the Key Informant Questionnaire reinforced 
findings obtained in the WHO-AIMS instrument in areas such as mental health 
policy, legislation, financing and resources. Findings from the Key Informant 
Questionnaire enhanced the Phase-I findings by introducing new context-based 
perspectives such as the role poverty, stigma and culture have in limiting access to 
mental health care. The WHO-AIMS instrument in its current form is not able to 
identify gaps related to socio-cultural factors such as poverty, culture, and stigma in 
undermining access to mental health care (Owoso et al., 2014; R & A, 2014).  
Capacity-building programs for PHC workers will need to consider mental health 
system factors as well as socio-cultural factors if they are to be effective. 
While the majority of the Kenyan population have limited access to mental 
health care, this problem is worse in rural and remote areas where the majority of the 
population live. 
Access to mental health services remain a challenge for Kenya. In particular, 
the limited professional workforce and lack of formal mental health services mean 
that much of the rural and regional population have little or no access to even the 
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most basic of mental health services (Jenkins et al., 2010c; Ndetei et al., 2008). Beset 
by rapid population growth, poverty, HIV/AIDS, corruption and political instability, 
mental health care remains a low policy and budget priority in Kenya (Jenkins et al., 
2013). Considering these factors, it is hard to achieve the social transformation 
envisaged by Delanty and Strand, however, Cosmopolitan ideals such has global 
interdependency and transnational collaboration (Delanty, 2012; Strand, 2010) can 
be leveraged to uplift the standards of mental health care in Kenya. 
Despite the limitations of Phase-I discussed in Chapter 4, this study adds to 
global mental health literature by presenting mental health gap analysis results 
obtained using the WHO-AIMS instrument and a Key Informant questionnaire in a 
low-income country. This is the first study to have used the WHO-AIMS and a Key 
Informant Questionnaire to measure mental health gaps in Kenya.  Gaps on mental 
health care including low budget, lack of physical facilities, inadequate policy and 
legislation and low human resources may offer additional insights to the Kenyan 
Government health planners and organisations involved in mental health capacity-
building activities. The Phase-I results are important in setting the scene for the 
cross-sectional mental health literacy survey and a pilot program that was undertaken 
in the four counties of Kenya and presented below. 
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Phase-II Mental Health Literacy Survey  
Previous studies on the prevalence rates for mental illness in Kenya indicated 
that about 25% of Kenyans experience some type of mental illness (Ndetei et al., 
2009), however only less than 10% of people with mental illness receive some type 
of mental health care (Jenkins et al., 2010a; WHO, 2009b). Phase-I of this study 
found that Kenya spends less than one percent of its health budget on mental health 
services for a population of 45 million people, and the total specialist mental health 
workforce (psychiatrists, psychiatric nurses, social workers and psychologists) is less 
than 500. Primary health care has been an important component of health service in 
the Kenyan health care system and has been useful in controlling and eradicating 
communicable diseases like polio, and reducing prevalence rates for tuberculosis and 
HIV/AIDS (Chuma & Okungu, 2011; Luoma et al., 2010). Primary health care has 
also played an important part in reducing infant mortality and maternal morbidity 
and mortality in Kenya (Rakuom, 2010). The PHC system can be leveraged to 
enhance access to mental health services for people with mental illness where no 
specialist mental health services exist, and this can be achieved by integrating mental 
health services into PHC (Patel, 2014a).  
Capabilities Approach paradigm was used in Phase-II study to develop a clear 
understanding of the current levels of mental health literacy among Kenyan health 
workers employed in PHC settings of four counties of Kenya.  The overall goal was 
to use these findings to inform the development of a targeted mental health capacity-
building program. The Mental Health Education Program (MHEP) for primary health 
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care workers that addresses some of the identified knowledge gaps was developed 
and pilot tested in Phase-III.  
 
Mental health literacy and the Kenyan primary health workforce  
The demographic characteristics of the participants from the Phase-II study 
showed that the majority were women, under 40 years of age and had a diploma or 
certificate level of college education. These characteristics are consistent with other 
recent studies on the Kenyan mental health system that have reported a primarily 
young, and female college educated PHC workforce (Jenkins et al., 2010b; Ndetei et 
al., 2009). These findings on demographic characteristics of the primary healthcare 
workforce in Kenya should be of interest to health planners, especially when 
implementing capacity-building programs when scarce resources need to be targeted 
to the correct segment of the health workforce for efficiency. The researcher in this 
study concluded that primary health care workers are the correct group to target in 
capacity-building and scaling up of mental health services in Kenya.  
Healthcare workers in PHC settings require mental health training and 
continuing professional development (CPD) to provide timely, effective and 
appropriate mental health services for people with mental illness (International 
Council of Nurses, 2007). The Phase-II results showed that 87% of the 212 study 
participants had no formal mental health qualification, and 91.3% reported no mental 
health specific CPD in the past five years (See Chapter 5: Table 5.6 Demographic 
Characteristics of Participants). These findings are similar to other studies on the 
PHC workforce undertaken in similar low-income countries like India (Kermode et 
al., 2010), Pakistan (Suhail, 2005), South Africa and Uganda (Petersen et al., 2011). 
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The World Health Organisation and the International Council for Nurses 
(International Council of Nurses, 2007)  have highlighted the lack of adequate 
opportunities for education and training in mental health care globally. Mental health 
capacity-building programs require innovative approaches, and Patel and Saxena 
(2014) recommend development of a diverse workforce of appropriately trained and 
supervised non-specialist health workers and use of technology to improve access 
(Patel & Saxena, 2014). 
 
Mental health knowledge of primary health care workers 
There is a relationship between mental health training and ability of health 
workers to correctly assess and diagnose mental illness. The capability of health care 
workers to correctly identify the symptoms of a major mental illness is critical for 
appropriate mental health care (WHO, 2008a) and  recognition of mental disorders is 
essential for facilitating early help-seeking for mental health care (Chen et al., 2017). 
In the current study, only 35.6% of participants allocated the depression vignette 
correctly identified the disorder, and the levels of diagnostic accuracy were even 
lower for schizophrenia (15.7%) (See Chapter 5: Table 5.7). In a study on Chinese 
care givers of patients with mental illness, Chen et al (2017) found that only 43.6% 
and 28.5% of participants could correctly identify depression and schizophrenia 
respectively in the study vignette. These findings are also comparable to earlier 
research undertaken in a Chinese general hospital by Liu, Gerdtz & Liu (2011), 
where psychiatrists and psychiatric nurses had higher diagnostic accuracy levels than 
those without specialist mental health training. They also found that experience 
working in mental health settings was positively correlated to higher diagnostic 
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accuracy levels (Liu, Gerdtz, & Liu, 2011). In a  mental health literacy survey 
undertaken by Cowan et al (2012) with doctors in a rural setting in India, they  found 
that symptoms of mental illness are often missed or misdiagnosed in PHC settings 
because health workers are not experienced in assessing  or identifying potential  
mental health problems in consumers (Cowan et al., 2012). In two Australian studies, 
Jorm et al (2006) demonstrated that increasing public mental health literacy levels  
resulted in improved capacity for recognition of depression from 39% in 1997 to 
67% in 2003 (Jorm et al., 2006). Similar improvement rates were demonstrated with 
health workers in a follow-up study (Reavley & Jorm, 2012a). The relatively low 
levels of diagnostic accuracy detected in this current Kenyan study may be related to 
the lack of access to specialist mental health training and professional development, 
as reported by the study participants. Health workers inability to diagnose mental 
illness may lead to lack of care and escalation of care costs related to misdiagnosis 
and misplaced treatment choices (Saxena et al., 2011). Studies by Reavley and Jorm 
(2012) indicate that appropriate training and follow-up can result in increases in 
diagnostic accuracy among PHC workers. 
 
Helpful persons and mental health interventions 
Kenya has very few psychiatrists to meet the needs of its population (75 for 
45 million people) and none work in PHC settings, yet the high regard with which 
psychiatrists were held by participants in this study, despite their very low to non-
existent numbers in the rural parts of Kenya (where this study was situated), is 
noteworthy. The majority of participants indicated that psychiatrists were the most 
helpful for a person with schizophrenia or depression, however, only 3.3% of 
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participants considered clinical officers helpful, despite their important role in PHC 
services, where they are involved in assessing and diagnosing disease conditions 
(See Chapter 5: Table 5.8). The available human resources, such as clinical officers, 
in the provision of mental health care in PHC settings in Kenya warrants further 
exploration. Capacity-building programs will need to create awareness of referral 
pathways and other helpful options and interventions that health care workers in 
PHC settings can utilise in the assessment and management of consumers 
experiencing mental health symptoms (Saxena et al., 2011). 
The participants responded positively to the questionnaire item on the ability 
of appropriate intervention for mental illness symptoms to result in ‘recovery with no 
further problems’ or ‘recovery but problems would probably re-occur’. This finding 
indicates awareness among participants of mental illness to be similar to any other 
type of illness, and that while potential for recovery for the affected individual is 
possible, the potential for relapse exists. Kermode et al (2009b) observed similar 
findings to this item on recovery in their study. Further exploration is necessary 
before concluding whether this finding implies faith in conventional 
medical/psychiatric help or other social, faith or traditional interventions (Kermode 
et al., 2009b). On the surface, participant responses to this question would indicate 
awareness of mental illness as an illness that people can recover from or one that has 
a chronic course, however, further understanding of the explanatory model for 
mental health, mental illness and available treatments for the Kenyan context is 
necessary. 
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Knowledge of possible causes and risk factors for mental illness 
Health professionals and researchers accept that mental health problems arise 
because of a complex interplay of biological, psychological and social factors 
(Reavley & Jorm, 2012a). In a seminal study on explanatory models for mental 
illness in sub-Saharan Africa, Patel (1995) proposed the anthropologic approach, 
where labelling and cultural idioms expressing the experience of illness and health 
seeking behaviour for a specific disorder should be an important consideration by 
healthcare workers in their engagement with consumers (Patel, 1995).  
Consistent with studies  undertaken in recent years using Jorm’s MHL survey 
(Armstrong et al., 2011c; McCann, Lu, & Berryman, 2009), some participants in this 
study believed social and financial problems to be the main causes of mental illness, 
and 57.5% of participants thought mental health problems had a genetic cause (See 
Chapter 5: Table 5.11). These findings are important because participants were able 
to relate social disadvantage as an aetiological factor for mental illness while still 
acknowledging the role of genetic predisposition. 
A study undertaken in rural Kenya reported  afflictions including  symptoms 
of mental illness were often attributed to the spirit, ‘God-given’ or  a human agency 
such as witch doctor, curse, spirit possession, poison, broken taboos, evil eye, 
jealousy, sorcery and bewitchment (Patel, 1995). While this study was undertaken 
among health workers trained in Western medicine and medical models, the 
participants’ explanatory understanding of the causes of mental illness must be 
understood in context of the locality and population. 
Knowledge of population groups at risk of developing mental health 
problems is crucial for detection and care of mental illness by health workers in PHC 
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settings (WHO, 2008b). Participants’ responses in this study showed high correlation 
between marital status and risk for mental illness, with divorced and unmarried 
people being ranked 1st and 3rd consecutively, and unemployed people were ranked 
2nd. These findings are similar to mental health literacy studies undertaken in 
Pakistan (Suhail, 2005) and India (Kermode et al., 2010) which also found that 
health care workers believe that social and economic problems increased the risk for 
mental health problems. Social interventions such as ‘talk with family and friends’, 
‘listen and understand the problem’, ‘give love and affection’ and ‘make happy and 
encourage him or her’ were viewed as positive interventions by participants. 
Findings from this study compare to those in  Maharashtra, India that found medical 
and social interventions as most appropriate (Kermode et al., 2009b). This is 
important because it highlights awareness of the complexity of mental illness beyond 
the narrow medical focus to also include social and economic issues. This is useful 
information and can be reinforced through capacity-building educational programs. 
Women were identified to be at increased risk of developing mental health 
problems by almost half the participants in this study. These findings are similar to 
those found in a MHL study in Pakistan, which ranked women as the group  most at 
risk of developing mental illness (Suhail, 2005). Researchers concluded that this may 
be related to cultural similarities between the two countries; both Kenya and Pakistan 
are patriarchal societies and often view women as lower in social status than men 
(Muga & Jenkins, 2008a; Suhail, 2005). 
Interestingly, participants in this study ranked older and wealthy people at the 
lowest risk of developing mental illness. This may be explained by the high level of 
esteem associated with being an elder and being wealthy in rural and remote parts of 
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Kenya (Owoso et al., 2014). Considering that this study was undertaken among 
trained healthcare professionals, the low levels of awareness of people at risk of 
developing mental illness and lay perceptions of people at increased risk of 
developing mental illness is grounded in cultural norms. Kenya has an increasing 
number of people who are more urbanised, wealthier and  living longer because of 
economic and health improvements (Wamai, 2009). There is reported connection 
between urbanisation and higher incidence of mental illness in the population 
(Petersen et al., 2017). The health system in Kenya needs to be strengthened to cope 
with increasing disease burden related to mental disorders. 
 
Stigma and attitudes towards people with mental illness 
Discriminatory behaviours and negative attitudes towards people with mental 
illness is referred to as stigma (WHO, 2001), and is evidenced by negative 
stereotypes, prejudices, and abuses of human rights, and can be measured in terms of 
social distance (Bourget Management Consulting, 2007). Participants in this study 
were presented with a set of statements that were aimed at assessing their attitude to 
admit self or family history of mental illness. Only 42% of participants responded to 
this survey item (See Chapter 5: Table 5.13), which may indicate that most 
participants were uncomfortable disclosing their personal or family history of mental 
illness. Willingness to be open about a history of mental illness could show 
underlying social-cultural beliefs and attitudes towards mental illness (Reavley & 
Jorm, 2012b). The lack of acknowledgement of mental health problems may also 
influence help seeking behaviours. Of the 14 participants in this study that admitted 
to having a personal history of mental illness, only half reported having sought 
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treatment for their illness. This finding reinforces that found in a study of prevalence 
of mental illness in Kenya by Kimosop et al, where they suggested that many 
Kenyans hesitate to disclose their mental illness or to seek treatment because of 
social-cultural beliefs and the stigma associated with mental illness (Kimosop et al., 
2011).. 
Interestingly, and in contrast to the potential stigma detected in participant 
attitudes towards disclosing a personal or family history of mental illness, the 
attitudinal items aimed at assessing social distance and stigmatising attitudes towards 
people with mental illness were mostly rated negatively by participants in this study. 
The majority of participants rejected the negative, stigmatising statements and 
endorsed the positive affirming statements related to socialising with people with 
mental illness. Participants rejected negative statements suggesting that people with 
mental illness could be violent and could not develop and maintain relationships, 
while endorsing positive statements such as people with mental illness could have a 
good marriage, could be good parents and understanding of other people’s feelings. 
Participants were provided with six additional negative statements where they 
rejected four and endorsed two. These findings are in contrast from a similar MHL 
study undertaken in another low socio-economic country. Cowan et al’s (2012) MHL 
survey of three rural districts in India found that doctors commonly endorsed 
stigmatising attitudes towards people with mental illness. Similarly, Armstrong et al 
(2011) also reported high levels of stigmatising attitudes amongst healthcare workers 
in a MHL survey of community health workers in a rural district of India. The 
differences in stigmatising attitudes found between the Kenyan and Indian healthcare 
workers may be attributed to different cultural contexts. 
314 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Negative attitudes and stigma towards people with mental illness can have a 
detrimental impact on their assessment and care, and high levels of stigmatising 
attitudes among health workers are likely to lead to discriminatory beliefs and 
practices  (WHO, 2004). The positive social attitudes towards people with mental 
illness identified in PHC workers in this study presents a unique opportunity and 
capability that may be leveraged in mental health capacity-building efforts in Kenya.   
 
Summary of Phase-II Mental Health Literacy survey discussion 
A central assumption of Capabilities Approach is potential, capacity and 
capabilities of all people (Clark, 2005), a key focus of Phase-II was to determine 
capabilities for mental health care of the primary health care workforce in Kenya.  
The results from the Phase-II study suggest that health workers in PHC settings in 
Kenya have limited knowledge to facilitate adequate assessment, diagnosis and care 
of people with mental illness. Further research is required to determine mental health 
literacy gaps across all categories of mental illness, and to identify the type of 
interventions and educational programs that may help to address these knowledge 
gaps in mental health literacy. While the overall results pertaining to participants’ 
attitude towards people with mental illness are encouraging, there was evidence of 
stigma and discriminatory attitudes based on cultural beliefs that could hinder mental 
health care and service utilisation.  
Notwithstanding the study limitations, this is the first mental health literacy 
study undertaken in Kenyan PHC settings, and these findings provide preliminary 
insights that may be useful to health care planners in Kenya considering how to 
develop mental health capacity in the PHC workforce. Ultimately, Phase-II, through 
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a mental health literacy survey enabled PHC-worker capability assessment, thereby 
affirming Nussbaum’s recommendation that development interventions should be 
related to choice and what people value (Alkire, 2005a; Robeyns, 2011). 
Determining primary health care worker mental health literacy enabled deeper 
understanding of their choices and values. 
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Phase-III Kenya Mental Health Education Program-pilot (KMHEP-
pilot) 
The majority of the mental health care services in LAMICs are provided by 
health care workers who have no formal qualifications in mental health (WHO, 
2009b). In a report titled ‘Mental Health Action Plan 2013-2020’ (WHO, 2013a), 
WHO  noted that globally, health systems have not responded adequately to 
increasing burden of mental health problems, in particular, the number of specialised 
and general workers in the area of mental health care in LAMICs is grossly 
insufficient (WHO, 2013a). The WHO’s position is supported by recent reports and 
studies that have focused on resource scarcity and mental health access in LAMICs 
(Semrau et al., 2015; Silva, 2015; Thornicroft et al., 2010; WHO, 2008a).  Further 
recommendation is for education and training of health care workers in LAMICs to 
include a mental health component aimed at meeting the mental health needs of the 
particular country (WHO, 2009b). 
 
Using the Kenyan Mental Health Education Program (KMHEP) as a capacity-
building strategy  
Phase-I of this study found significant gaps in the mental health resources 
available to meet the mental health needs of the Kenyans. Integration of mental 
health services into PHC settings in Kenya is one potential solution to addressing 
these gaps (Jenkins et al., 2010b). However,  the Phase-II findings identified gaps in 
the mental health literacy levels of primary health workers and included inadequate 
knowledge on causes, recognition, help-seeking and risk factors for mental illness. 
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The provision of practical mental health training to PHC workers in LAMICs has 
been highlighted in the literature as a critical step to enhancing mental health care 
(Jenkins et al., 2012b; Marangu, Sands , Rolley, Ndetei, & Mansouri, 2014; Patel & 
Saxena, 2014). Sen’s Capability Approach (Sen, 2005), one of the theoretical 
frameworks in this study, was used to guide mental health capacity-building for the 
PHC workforce, because of its emphasis on using locally available resources in 
undertaking development work especially in LAMICs. The WHO  suggest that 
undertaking formal and continuing professional development among an existing 
health workforce is an effective capacity-building strategy that can aid integration of 
mental health services in PHC settings (WHO, 2013a). 
Impact of KMHEP on participants’ mental health knowledge 
The Phase-III findings suggest that the KMHEP developed in this study has 
potential to improve mental health literacy levels of PHC workers.  Although 
statistically significant improvements were not established in any of the MHL 
measures, improvements were seen across most measures, and the qualitative 
feedback provided by participants confirmed that education was relevant and 
beneficial to their practice in PHC.  
The MHEP significantly increased the ability of PHC participants to 
recognise depression and schizophrenia (See Chapter 5: Table 5.20).  However, it 
was still noted that overall diagnostic accuracy levels attained by participants were 
lower when compared to previous research involving MHL surveys of people trained 
in Mental Health First Aid in Australia (Jorm, Kitchener, Kanowski, & Kelly, 2007), 
Bangalore, India (Armstrong et al., 2011c) and Maharashtra, India (Kermode et al., 
2010). The results for diagnostic accuracy for schizophrenia attained by participants 
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in this study were higher  when compared to that reported by Armstrong et al  
(Armstrong et al., 2011c) in a similar study with community health workers in India. 
Findings from this pilot are positive and indicate that a mental health education 
program can be an effective capacity-building strategy to improve mental health care 
among health workers in PHC settings of Kenya and other LAMICs. This program 
warrants further testing among a larger population of PHC workers in Kenya. 
Impact of the KMHEP on participants’ knowledge of helpful persons and 
interventions 
The KMHEP included content on common types of interventions and 
available categories of health professionals for the mentally ill person in Kenya (See 
Appendix 15: Kenya Mental Health Education Program (KMHEP) Training 
Manual). While participants’ choice of helpful interventions and professionals for the 
people with mental illness did not differ significantly from their choices at baseline, 
there were some notable changes, i.e. with a trend to endorsing interventions and 
professionals who were considered more therapeutic, including doctors, nurses, 
clinical officers, family and faith healers. A key aim of the MHEP was to create 
awareness among participants of the types of resources and professional help 
available for people with mental illness in their immediate environment.  At baseline 
26.1% of participants indicated that referring a person with schizophrenia or 
depression to a mental hospital was a helpful option, yet post-KMHEP, only 8.7% 
selected this was a helpful option (See Chapter 5: Table 5.21). This finding may 
suggest that the KMHEP was effective in creating awareness among participants of 
other available mental health care options and not just specialist mental health 
services.  
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Another notable impact of the KMHEP was the increase in the proportion of 
participants who thought medications for treating mental illness were helpful 
compared to other interventions after the KMHEP.  Only 4.3% of participants 
considered medications helpful at baseline, and this figure changed post-KMHEP to 
21.7% of participants endorsing medications as helpful. These findings are 
comparable to Armstrong et al (2011) and Kermode et al (2010) who conducted 
MHL studies in rural districts of India, and found that participants showed 
improvements in knowledge of the importance of medications following exposure to 
KMHEP.   
In the current study the KMHEP had no impact on influencing participants’ 
perceptions on likely prognosis with or without professional help for a mental health 
consumer. The majority of participants, with only minor changes in proportion pre- 
and post-KMHEP, believed that professional help could lead to partial or full 
recovery, and that without professional help the condition would get worse. 
 
Impact of the KMHEP on participants’ knowledge of causes and risk factors for 
mental illness 
Preliminary analysis of Phase-II data had showed significant gaps in 
participants’ knowledge of causes and risk factors for mental illness, and based on 
this, the KMHEP was updated with content on aetiology and risk factors for mental 
illness. 
Presented with a list of possible causes of mental illness, at baseline, 
participants endorsed economic factors (finances, job) and social factors (arguments, 
lack of control) as the most likely cause compared to other causes like trauma and 
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genetics. There was no significant change in participant perceptions of possible 
causes of mental illness post-KMHEP although there were notable increases in the 
number of participants proffering addiction, trauma and co-dependency. The biggest 
change occurred in the number of participants endorsing genetics with 36.8% at 
baseline and 63.2% post-KMHEP (See Chapter 5: Table 5.24). Similarly, social 
gradient and economic wellbeing were endorsed as low risk factors for mental illness 
compared to economic and social difficulties. Interestingly being divorced or 
separated was considered a high risk factor for mental illness while being old and 
rich were considered low risk factors by the participants. These findings on causes 
and risk factors are consistent with similar studies that have utilised Jorm’s 
instrument in low-income countries in Asia and Africa (Armstrong et al., 2011c; 
Jenkins et al., 2013; Makanjuola et al., 2012).  
The Phase-III participants were nurses trained in Western medicine and were 
therefore familiar with biomedical concepts of mental illness. Their ‘causes and risk 
factor’ endorsements in this study are consistent with lay perceptions of causes and 
risk factors for mental illness reported in mental health literacy studies in Kenya  
(Ndetei et al (2009), Muga and Jenkins 2008) and some countries in sub-Saharan 
Africa (Patel (1995) for (Muga & Jenkins, 2008a; Ndetei et al., 2009; Patel, 1995). 
This is additional evidence that mental health education programs are necessary to 
improve health worker mental health knowledge and consequently, mental health 
clinical practice in the region.   
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Impact of the KMHEP on participants’ attitudes 
In his seminal work on explanatory models for mental illness in sub-Saharan 
Africa Patel (1995) argued that cultural symbols, experiences and expectations 
influence labelling of disease conditions, which in-turn influences health seeking 
behaviour and health services utilisation by the public (Patel, 1995). This finding is 
significant and has implications for future mental health education and capacity-
building programs for Kenya. Content and education activities related to stigma and 
discrimination were incorporated into the KMHEP. There is a need to ensure cultural 
validity and relevance of interventions if mental health programs are to be effective. 
Preliminary analysis of Phase-II data had showed that, contrary to previous research 
in Kenya indicating that stigma and discrimination against people with mental illness 
is common in Kenya (Muga & Jenkins, 2008a; Ndetei et al., 2015; Ngui et al., 2010), 
healthcare workers in this study reported positive attitudes towards people with 
mental illness.  
The results for measure of participants’ attitudes at baseline and post-
KMHEP in Phase-III were similar to the Phase-II findings, where participants 
endorsed attitude statements that were categorised as positive and dis-endorsed 
attitude statements that were categorised as negative about mental illness. There were 
minor percentage increases for some items following KMHEP but the trend remained 
unchanged. One interesting finding was from participants’ lack of endorsement of 
the positive attitude statement ‘I would vote for a politician even if I knew they 
suffered from a mental illness’, 68.2% of participants disagreed with the statement at 
baseline and post-KMHEP (See Chapter 5: Table 5.27), indicating that over two-
thirds of participants still held discriminatory and stigmatising attitudes towards 
people with mental illness even after exposure to a mental health education program. 
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Half (50%) of the participants endorsed the negative statement ‘people with mental 
illness could be dangerous to others’ at baseline and post-KMHEP. Therefore, while 
overall analysis showed positive attitudes towards people with mental illness, there 
were still inconsistencies and evidence of underlying stigmatising and discriminating 
attitudes that could not be fully explored using the current research instrument.  It is 
also possible that this inconsistency was either a cohort effect, with participants 
possibly giving answers that would cast then in positive light and not wanting to be 
seen as stigmatising or discriminating consumers.  
Past studies have reported that health care provider attitudes impact on the 
quality of mental health care they can provide (Atilola, 2015a; Beddington et al., 
2008; Jorm, 2015; Jorm et al., 1999).  Future research and mental health educational 
programs should explore health worker attitudes, a core mental health literacy 
component that has significant implications for people’s ability to seek help and 
utilise existing mental health services (Jorm, 2000). 
 
Summary of Phase-III pilot study  
The KMHEP used in this pilot study demonstrated potential to be an effective 
way to improve some measures of mental health literacy among health workers in 
primary health care settings.  Participation in the KMHEP resulted in significant 
improvements in MHL in the sample population, including improved diagnostic 
accuracy in identifying schizophrenia and depression, and improved mental health 
literacy in respect to helpful interventions and referral options for people with 
depression and schizophrenia. The Phase-III findings also provide further insights 
into the MHL gaps that can be targeted in mental health promotion programs for both 
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the public, and primary health care workers. Further research using larger samples 
sizes of primary health workers is required to develop robust, sustainable MHL 
education programs that are generalizable to a broad range of primary care settings, 
and effective in improving access to basic mental health assessment and care at the 
community level. Future MHL programs may be enhanced by collaborating with 
consumers in the design and delivery of educational programs that are contextually 
relevant for the targeted population. 
 
Summary of discussion 
 Collectively findings from this three-phased study make an original 
contribution to what is currently known about mental health care in Kenya. Findings 
from this study may be useful to scale up mental health care for other counties of 
Kenya that were not part of this study and in similar low and middle-income 
countries Despite global health governance efforts through programs such as 
mhGAP, the Cosmopolitan notion of global health justice is far from achievable in 
Kenya when majority of its population have poor or non-existence access to mental 
health. Using a Capability Approach paradigm, the present study targeted PHC 
workers in the public system, and thereby shifting focus to a category of health 
workers who provide health care, including mental health care, to the majority of the 
population in Kenya. This approach was supported with examples from LAMIC 
settings similar to Kenya where developing capabilities of PHC workers is more 
affordable and sustainable. 
Despite significant difficulties in obtaining information on key mental health 
indicators using the WHO-AIMS instrument, Phase-I findings provide a snapshot of 
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current legislation, policy and resource needs of the Kenyan mental health system. 
This information can be used in forecasting and planning mental health care for 
Kenya.  Findings from Phase-II highlighted knowledge gaps on causes and risk 
factors for mental illness, this in-turn had implications on the ability of participants’ 
ability to make a correct diagnosis of common mental disorders. Phase-III pilot 
tested a MHEP targeted to health workers in primary health care settings. Findings 
indicated potential of MHEP to increase knowledge on causes and risk factors for 
mental illness. There was demonstrated diagnostic efficacy among majority of 
participants after attending MHEP. The MHEP can be adapted and used in other 
counties of Kenya and similar settings as a capacity-building instrument. 
Overall, findings from this study indicate that investing in developing 
knowledge and skills of primary health care workers is a more viable strategy to 
scale up mental health care for the majority of the people in Kenya. This study also 
proved that developing capabilities of PHC workers using an educational approach is 
a more sustainable option to that of developing specialised mental health workforce 
such as psychiatrists, psychologists, or psychiatric nurses. 
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Chapter 7: Conclusion: Implications and Recommendations 
for Future Policy, Practice and Research 
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Introduction 
This multi-phased study aimed to identify current gaps to mental health care 
in Kenya, assess mental health literacy levels among the PHC workforce and pilot a 
mental health education program to examine its effectiveness in improving mental 
health literacy levels among PHC workers. A mixed-method and multiphase research 
design provided macro and micro insights into the problems and potential solutions 
within the Kenyan mental health system. 
This concluding chapter is shaped around the key learnings from the study. 
First, implications from research are outlined. These include a recommendation of an 
innovative theoretical approach to analysing contextual factors in mental health 
program planning in LAMICs. Second, implications for practice based on Phase-I 
and Phase-II findings are discussed, including learnings from the study on how 
mental health care gaps can be bridged in LAMICs, and enhancing the role of PHC 
workers when a specialist mental health workforce does not exist.  Third, a new 
mental health education model that can be used in capacity-building among PHC 
workers is proposed.  Finally, considerations for mental health future research for 
Kenya and similar LAMICs are put forward. 
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Future implications and recommendations for policy and financing 
Health justice and global health governance: the future for mental health care 
 In recent years, response to global health threats such as HIV/AIDS, Ebola 
and SARS has been well coordinated and well-funded, regardless of the geographical 
location where the pandemic has occurred(Hein & Kohlmorgen, 2003). The 
approach to combatting these pandemics has been cosmopolitan in nature, bringing 
together governments, non-governmental organisations, humanitarian organisations 
and WHO among others (Davies, 2010b). However, this kind of response appears to 
be limited to highly infectious diseases, Wolfgang and Kohlmorgen (2003) have 
suggested that true health justice occurs when similar approaches are applied to other 
equally devastating disease conditions even if they impact on a few members of the 
community of nations. The present study found a range of gaps that impact on access 
to basic mental health care in Kenya. Current global health governance initiatives are 
limited to statements of intent with programs such as mhGAP, which even after 10 
years since inception have not helped to reduce mental health care gaps in LAMICs. 
Researchers in the present study conclude that cosmopolitan perspectives such as 
health justice can be harnessed to bolster initiatives that support development of a 
mental health care system suited for Kenya.  
Bridging mental health care gaps in Kenya 
 Phase-I of this study found gaps in mental health related to financing, human 
resources, policy, legislation and integration of mental health into PHC services for 
Kenya. This is consistent with recent literature which has reported mental health care 
in LAMICs to be inadequate, inefficient and inequitable (Mugisha et al., 2017; 
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Saraceno et al., 2007; Saxena et al., 2007b), and leading to a treatment gap of up to 
85% for mental illness in LAMICs. Key informants for Phase-I provided contextual 
factors that act as enablers and barriers to mental health access in Kenya, while the 
WHO-AIMS domain information provided information on how Kenya met the WHO 
benchmarks for mental health care. Together, this information can be used to inform 
planning and advocate for additional resources for mental health care in Kenya. 
 Mental Health Literacy (MHL) among health workers is crucial in promoting 
greater understanding of the onset of mental illness and to provide consumers with 
appropriate treatment, support and advise that helps to reduce associated disabilities 
(Sutton et al., 2017). Phase-II of the study identified gaps in health care workers 
charged with identifying and treating mental illness in PHC settings in Kenya.  
Formal education and continuing professional development (CPD) programs are 
important capacity-building strategies to improve health worker MHL (Kutcher, Wei, 
& Coniglio, 2016). This research has signposted possible areas that capacity-building 
measures focusing on health worker MHL in Kenya and similar countries can 
address. 
 Health care workers require ongoing mental health education to ensure they 
have the requisite knowledge and skills that enable them to recognise mental illness, 
prescribe appropriate treatments based on diagnosis, or to refer consumers to other 
helpful persons or institutions (Poreddi et al., 2015).  Over 90% of  participants for 
Phase-III did not have any mental health CPD in the last 5 years. Results from the 
pilot education program showed improvement in health worker knowledge on 
accurate assessment and diagnosis, causes and risk factors for mental illness and 
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helpful interventions. The MHEP piloted in Phase-III can used for mental health 
CPD in the PHC settings of Kenya and be adapted for similar LAMICs. 
 The WHO has emphasised the need to invest in mental health systems in 
LAMICs to ensure available resources are well targeted (WHO, 2013a). this is 
possible through research into all facets of the health and mental health system. 
Recent publications have decried the dearth of literature on mental health services 
and mental health care in LAMICs (Chen et al., 2017; Collins, Musisi, Frehywot, & 
Patel, 2015), in part because undertaking research in LAMICs is quite expensive and 
there are many competing priorities for available resources (Minas & Jorm, 2010). 
Therefore in-keeping with the WHO principle of ‘what gets measured, gets done’ 
(WHO, 2013b), this research contributes to mental health system information 
pertaining to mental health care gaps, and mental health literacy for Kenya and 
similar countries. Insights from this research can be used to enhance mental health 
systems and mental health care for people living in LAMICs. 
 
The impact of private and non-governmental organisations in mental health 
care 
When conceptualising this study, the primary aim was to identify current 
gaps to mental health care in Kenya and to determine suitable capacity-building 
strategies for the public mental health service. By using cosmopolitanism as the 
broad lens with which to analyse the Kenyan context, it became clear that there are 
other contextual factors that need to be considered in program planning and 
implementation. Future research should also focus on some of these factors 
that include the role of non-state actors such as NGOs, faith-based health 
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organisations and for-profit health care providers, in delivering mental health care in 
Kenya. 
The Kenyan health care system comprises of the Ministry of Health with just over 
half of the population receiving their healthcare through the Ministry of Health. 
Other healthcare providers in Kenya include private for-profit, non-governmental 
organisations and faith-based organisations (Jenkins et al., 2010b). A study exploring 
the role of private mental health providers in Kenya reported that there is a fledgling 
health care system with  capacity to complement the public mental health system 
especially in the area of drug induced mental illness (de Menil et al., 2014). 
Researchers in this study support initiatives aimed at strengthening the public system 
because majority of Kenyans have low incomes and despite increasing urbanisation, 
the majority still live in rural areas with access to only public health services. 
 
Future implications and recommendations for education and 
practice 
Developing PHC worker capabilities through ‘Task Shifting’ 
 Researchers in the present study highlighted the dismal numbers of specialist 
mental health workforce for Kenya. Using Capabilities Approach perspective, this 
study proposes that developing mental health care capabilities of existing primary 
health care workforce can accelerate access to mental health care by majority of 
Kenyans, the process of task shifting can help to achieve this outcome. Patel (2014a) 
has argued that to close the current treatment gap in mental health care especially in 
LAMICs, consideration has to be given to devolving responsibility of mental health 
care to non-specialist workers (Patel, 2014a). The term ‘Task Shifting’ was coined 
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by Patel to describe this process. Task shifting is defined as a set of strategies that are 
implemented to transfer knowledge and skills from expert/s to other people who may 
or may not have a background in health training (Daar et al., 2014; Musyimi et al., 
2017b). Task shifting in mental health enhances coverage and scaling up of mental 
health services to reach more people than would be possible when relying on a 
specialist mental health workforce (Patel, 2009). In a recent study in Kenya, 
Musyimi et al (2017) explored challenges faced by informal health providers who 
engage in assessing and referring people with mental illness in Makueni county of 
Kenya. They concluded that even with limited training, task sharing with informal 
health providers was effective in enhancing access to mental health care in Makueni 
county (Musyimi et al., 2017b). This finding is consistent with the findings of this 
study that concluded that with targeted training, primary health care workers can 
have an impact on knowledge that enables them to engage in mental health care. 
 Closely related to task shifting is the concept of volunteerism. Ochieng et al 
(2016) have proposed community volunteerism where healthcare market failure 
exists, especially in LAMICs. Volunteerism is common and even relied upon in 
Western societies, but much less so in LAMICs (Ochieng, Duma, Ochieng, & 
Kaseje, 2016). A study in Western Kenya explored volunteerism and found that, 
based on altruistic intentions, people were willing to be involved in healthcare on 
voluntary basis (Ochieng et al., 2016). It is possible that Kenya can leverage on its 
relatively young and literate population to encourage volunteerism and task sharing 
as strategies to enhance access to mental health care in Kenya. Further research is 
warranted in this area and with a volunteer population.  
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Research on mental health literacy among primary health care workers in 
LAMICs 
 There is consensus in Western countries about the signs and symptoms that 
constitute depression and schizophrenia and appropriate treatment options (Ben-Zeev 
et al., 2010; Jorm et al., 2006). Diagnostic Statistical Manual (DSM-5) for mental 
disorders is an important diagnostic aide (American Psychological Association, 
2013). However, in LAMICs like Kenya, the practice of assessing, diagnosing and 
treating mental illness is not standardised, as was found in this research. 
 While this study examined health worker MHL for depression and 
schizophrenia, the findings raise important questions on current general mental 
health knowledge and attitudes of health care workers. Further research is required to 
determine MHL across all illness categories including anxiety, phobia, post-
traumatic stress disorder, personality disorder and drug induced psychosis. 
 Bonabi et al (2016) have noted that higher levels of MHL are associated with 
higher need for mental health care where this is required. They also add that mental 
health services are optimised when health professionals and the general public have 
good MHL (Bonabi et al., 2016). A recommendation from this study is that, more 
broadly, research into mental health literacy of all segments of the Kenyan 
population is necessary to determine current literacy levels and to design targeted 
interventions and education on mental health and illness for health workers as well as 
the general public. 
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Cultural justice: Developing and validating appropriate mental health research 
instruments for LAMIC context 
A number of authors have questioned the validity of Western research 
instruments and their ability to be accurately used in LAMICs (Gupta & Roberts, 
2014; Minas & Jorm, 2010; Owoso et al., 2014). Research instruments that do not 
take into account cultural perspectives and the context of participants may have 
primacy over their culture and even distort the phenomena being studied. It is for this 
reason that Telegdi-Csetri (2011) while commenting on cultural justice and Kant’s 
cosmopolitan idea of culture, proposes the idea of plurality of cultures against 
primacy of cultures that seek to dominate others (Telegdi-Csetri, 2011). 
Development of contextually relevant research instruments while preferable, is not 
always possible. Researchers in LAMICs should endeavour to ensure research 
instruments used in their research have construct and content validity relative to their 
context (Cresswell, 2014). 
This research utilised Western research instruments however this was adapted 
for cultural relevance. The WHO-AIMS and Jorms Mental Health Literacy Survey 
Questionnaire were both adapted for cultural validity prior to deploying them in the 
Kenyan context. Further adaptation and research using these adapted instruments is 
necessary, to strengthen them for use in other parts of Kenya or similar LAMICs. 
  
Role of traditional and faith healers as mental health care providers 
Traditional and faith healers play an important role as primary care givers in 
Africa (Kleinman et al., 1978), and their role pre-dates Western medicine and 
Western medical practitioners. Ndetei et al (n.d) describes traditional and faith 
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healers as informal health care providers, noting that they complement Western 
medicine. While consumers in Kenya seek cure for their mental illness from Western 
trained medical practitioners, when they consult traditional and faith healers, they are 
seeking cure as well possible cause (Ndetei et al., n.d). This study, though 
undertaken among college and university educated health care professionals, still 
recognised faith and traditional healers as a helpful option for people with mental 
illness. It has also been suggested that traditional and faith healers use prevailing 
knowledge, beliefs and attitudes about disease to package their treatments and 
provide care that is affordable, accessible and acceptable, concluding that they 
should be embraced as part of the mental health care system (Birhan, Giday, & 
Teklehaymanot, 2011; Kleinman, 2003). 
The fact that people in LAMICs like Kenya still gravitate towards traditional 
and faith healers may be related to current lack of transcultural content in health 
professional curricula because they are modelled on Western health care systems 
(Daar et al., 2014; Menil et al., 2014). The cosmopolitan approach proposes a 
humanistic model that individualises care, upholds culture, reduces inter-cultural and 
intra-cultural prejudice and stereotypes that make it difficult for people to engage 
with established health care systems (Dariel, 2009).  
Past literature and the current study’s findings have found Kenya to be a 
country with huge gaps in mental health care and very low resource levels to meet 
the mental health care needs of its growing population. While a few researchers 
(Musyimi, Mutiso, Nandoya, & Ndetei, 2016; Ndetei et al., n.d; Patel, 1995) have 
explored the role of faith and traditional healers in Kenya, further research is 
necessary to determine the actual mental health care activities undertaken by 
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traditional and faith healers in Kenya, including how their role fits within overall 
mental health care provision. 
 
Kenya Mental Health Education Program: Capability formation and a 
capacity-building model 
The WHO recommends comprehensive community-based mental health care 
that is integrated into PHC settings (WHO, 2013b). Formal and informal training is 
necessary if PHC workers are to be equipped with appropriate knowledge, skills and 
attitudes to deliver mental health care (Saxena et al., 2011). Capacity-building 
through mental health education has been proven to be effective as a strategy to 
integrating mental health care into primary health care settings in LAMICs such as 
South Africa, India, Pakistan and Nigeria (Kermode et al., 2010; Makanjuola et al., 
2012; Petersen, 1999; Suhail, 2005). 
A Mental Health Education Program (KMHEP) was successfully used as part 
of this study (Phase III) to pilot and explore effectiveness of mental health education 
as a capacity-building strategy for Kenya. The results showed that the KMHEP was 
effective in enhancing participants’ knowledge on causes and helpful strategies that 
can be used among people with mental illness. However, since the KMHEP was only 
used with a small cohort (n=23), additional research is necessary to test effectiveness 
and efficacy of the KMHEP among a much larger cohort in Kenya. 
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Future implications and recommendations for research 
 Having considered practice implications emanating from study findings of 
this research, we further suggest a number of implications for future research that 
include the mental health system, MHL, MHEP, research funding, research 
instruments and the future role of traditional and faith healers in mental health care in 
Kenya. 
 
A new theoretical approach to mental health research in LAMICs 
 Drawing theoretical implications is an important outcome of the research 
process (Wolcott, 2002). The use of Cosmopolitanism in contemporary studies 
denotes a way of seeing the world, on the one hand, as a paradigm of political and 
social analysis, and on the other hand, as an evolving and complex social reality 
(Strand, 2010). This study also utilised Capabilities Approach to examine the 
opportunities and barriers for mental health care in Kenya. Using Green and 
Kreuter’s PRECEDE-PROCEED (Green & Kreuter, 2005) was utilised as a 
methodological framework to enable identification of predisposing, reinforcing and 
enabling factors to capacity-building for mental health care in Kenya. This multi-
theory approach was innovative because it enabled analysis of mental health care in 
Kenya against a wider background of political, social and economic factors.   
The choice of theoretical frameworks was guided by the philosophical 
orientation that recognised mental health as a basic human right, and viewed against 
the concept of cosmopolitan justice (van Hooft, 2012), as proclaimed in the United 
Nations Human Rights Charter (United Nations Development Program, 2015). The 
premise that global development programs such as Primary Health Care (PHC) 
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Millennium Development Goals  and Sustainable Development Goals, are designed 
to improve key health, education, economic and social indicators for people living in 
LAMICs, yet, they often fail to achieve the desired outcomes because planning often 
does not take into consideration key contextual elements (United Nations 
Development Program, 2015). The WHO’s Mental Health Global Action Program 
(mhGAP) (WHO, 2008b), on which this study is predicated, (as detailed in Chapters 
1, 2 and 4) was designed to improve mental health access and care in LAMICs and 
has been in existence for over 10 years (Thornicroft et al., 2012). A finding of this 
study was that the mhGAP has had minimal impact in Kenya. 
Using two theoretical frameworks and one methodological framework to 
underpin this study mirrors the complexity of the Kenyan context. These 
frameworks, helped to further the goals of the research by enabling analysis of the 
macro as well as the micro factors that impede mental health access and mental 
health care in Kenya.  A recommendation from this study is that in order to 
comprehend and interpret complex issues such as healthcare in Kenya and other 
similar LAMICs requires the lens of multiple theoretical and methodological 
frameworks.  Health researchers should adopt this approach instead of single-cause 
explanations that often lead to unidimensional solutions that may only address part of 
the problem. However, it is important to also note Wolcott’s  caution; “if you are 
writing up research theory, search for no more theory than you need, theory should 
serve your purpose, not the other way round” (Wolcott, 2002, p. 97). 
Cosmopolitanism, Capabilities Approach and the PRECEDE-PROCEED 
frameworks enabled achievement of the objectives in this study. Utilising these 
frameworks to underpin this study meets with Duma’s perspective of research in 
post-colonial Africa. While editorialising for Curitionis Duma noted the general lack 
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of knowledge construction in post-colonial Africa and recommended that African 
researchers in LAMICs work collaboratively and in mutual partnerships to identify 
and solve their health problems (Duma, 2010). This study has contributed to Duma’s 
vision and is evidenced by a peer reviewed publication based on Chapter 2 and 
Chapter 3 of this thesis (See Appendix 20: Marangu et al 2014 Journal Article). . 
 
Funding health research in LAMICs 
 Many LAMICs including Kenya, have historically relied on Western 
countries to fund their health programs (Lund et al., 2010; Luoma et al., 2010). 
However, in recent years, dependence on external funding has been criticised for 
stifling initiative and capacity to develop self-staining health systems in LAMICs 
(Moyo, 2009). Research overall remains a low budget priority in many LAMICs 
including Kenya (Murray et al., 2011; Nguku, 2009; Patel, 2009) and a number of 
authors have reported low research output related to mental health in LAMICs 
(Kleinman, 2009; Kyobutungi, Ziraba, Ezeh, & Yé, 2008; Menil et al., 2014). Yet 
research is necessary to determine actual disease burden related to mental disorders, 
as well as the capacity of current mental health systems to meet these needs (Minas 
& Jorm, 2010).. 
 This study did not rely on a traditional funding mechanisms such as a 
research grant, researchers engaged in crowdfunding to raise 30% of funding 
required for field research in Kenya. Since crowdfunding requires frequent use of 
social media such as Tweeter and Facebook, there was the added benefit of 
popularising the message of mental health care in Kenya among an audience that 
would have no other way of identifying and engaging with such a cause. A practical 
340 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
implication of this research is that of showcasing alternative ways of raising funds 
when conventional funding mechanisms are not accessible or successful. 
 
Research into mental health system 
 Although there have been recent publications on the mental health system in 
Kenya addressing financing (Kimosop et al., 2011), human resources (Ndetei et al., 
2007a), structure (Kiima, 2015; Muga & Jenkins, 2010), and morbidity and mortality 
trends (Jenkins et al., 2012a; Ndetei et al., 2009), still little is known about the 
mental health system (Bitta et al., 2017). This is partly because minimal research on 
the Kenyan mental health system has been undertaken.  
Kleinman (2009) proposes that appropriate response to health challenges is 
only possible if there is scientific evidence to name and quantify the need. Providing 
the example of HIV/AIDS, the author suggests that research into mental health 
systems is necessary to pinpoint actual burden against available resources (Kleinman, 
2009). While this research makes a contribution to what is known about mental 
health care in Kenya, considerably more work is needed to elucidate actual capacity 
and gaps for mental health care for counties that were out of the scope of this 
research. Similarly, there were many questions on the WHO-set key indicators for 
the mental health system that were left unanswered by the Key Informant in Phase-I 
as elaborated in the discussion chapter (Chapter 7). Further research is necessary to 
better understand how Kenya meets the WHO’s mhGAP standards for mental health 
care and access. 
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Conclusion 
 This thesis is based on a study to examine mental health care provision in 
Kenya. Chapters One to Three provided background information, a review of current 
literature and the theoretical frameworks that underpinned this study. Chapter Four 
outlined the methodological framework and the study design for the multi-phase 
study. Chapters Five and Six presented the results and discussion of findings. The 
final Chapter (Seven) of the thesis outlines key recommendations and implications 
based on lessons from the study. Implications for mental health practice in Kenya are 
considered in relation to the mental health literacy survey and pilot project that were 
undertaken as part of the study. 
Overall, this study concludes that the public mental health system in Kenya is tertiary 
driven, and yet, very limited in its capacity to provide mental health care to over 45 
million Kenyans. Primary health care services are the main engine of health services 
provision in urban and rural areas where majority of the Kenyans live. While the 
mental health literacy survey found knowledge gaps among health workers in PHC 
settings of Kenya, it also found that the workforce were mostly young and college 
educated with positive attitudes towards people with mental illness. The targeted 
pilot mental health education program can be a useful capacity-building strategy to 
increase mental health knowledge among primary health care workers.  
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Appendix 1: Publisher authorisation to use Thornicroft & Tansella 
(2004) Table in Thesis 
 
Dear Elijah 
Thank you for your email.  You may quote from the table in your PhD 
Thesis.  Please ensure that you include a full reference and link to the online version 
of the original paper. 
With kind regards 
Lucy Alexander 
Rights and Permissions Manager 
Royal College of Psychiatrists 
http://www.rcpsych.ac.uk 
tel: +44 (0)20 7235 2351 ext 6111 
Please note that I am in the office on Tuesdays and Thursdays. 
From: Elijah Marangu [mailto:elijah.marangu@deakin.edu.au]  
Sent: 04 April 2013 02:53 
To: Permissions 
Subject: Thornicroft &Tansella 2004: components of a modern mental health 
service... 
Importance: High 
Dear publisher, 
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I am writing to request permission to use contents of Table 1 from the above journal 
article in an adapted manner in my PhD thesis which I am currently writing. 
As required; I will acknowledge the authors and the journal if this table is used in my 
thesis. 
I thank you for considering my request. 
Regards, 
Elijah Marangu 
Lecturer 
School of Nursing and Midwifery, Faculty of Health 
 
Deakin University 
Geelong Waterfront Campus, Locked Bag 20000, Geelong, VIC 3220 
+61 3 52278459 
elijah.marangu@deakin.edu.au 
www.deakin.edu.au 
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Appendix 2: Field photos of people* with possible mental illness in 
various Counties of Kenya in 2014  
 
 
*Taken with permission de-identified 
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*Taken with permission de-identified 
 
Two pictures that highlight the plight of people with mental illness in counties of 
Kenya. Closer inspection of the two gentlemen indicates gross emaciation, very poor 
physical health, and dental hygiene, very dirty and tattered clothing. Researcher 
noted general ambivalence of passers-by to these people. Few made eye contact nor 
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responded to pleas for help with food or drink, such is the community desensitisation 
with welfare or medical needs of people with mental illness. 
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Appendix 3: Mental Health Unit* in Meru County 
 
 
*Taken with permission of Meru County Medical Officer of Health 
 
This is the only designated mental health facility in Meru County, population 2 
million. For a facility that is meant to receive, assess and treat people with mental 
illness, it was found to be rather small with three rooms. The facility has a waiting 
room, doctor’s room and a treatment room. At the time of visit, there were patient’s 
files in the open with no visible safe storage. Closer inspection of the picture also 
shows that the construction of this building was sponsored by a local councillor 
whose name is emblazoned on the building.  
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Appendix 4: Pozible Crowdfunding Campaign Summary 
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Appendix 5: World Health Organization Assessment Instrument for 
Mental Health Systems (WHO-AIMS) Questionnaire 
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Appendix 6: Supplement Key Informant Questionnaire 
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Appendix 7: Phase-I, Plain language Statement and Consent Form 
 
 
PHASE-I 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO: Key informants: 
        Ministry of Health Departmental Heads (or representative) 
        Heads of Professional Associations (or representative) 
Plain Language Statement  
Date:  
Full Project Title: Mental health care in Kenya, investigating strategies for 
capacity-building in primary health care settings 
Principal Researcher: Associate Professor Natisha Sands 
Student Researcher: Elijah Marangu 
Associate Researcher(s): Prof Fethi Mansouri 
         Prof David Ndetei 
         Dr John Rolley  
Introduction 
You are invited to take part in this research project. You are being approached as a 
participant in the project because you are in a position of responsibility in the 
Kenyan health care system as a head of department or his/her representative. We are 
seeking your feedback and data pertaining to the mental health care system in Kenya 
with some focus on human resources, budgets, policy and regulation. 
 The research involves a one-on one interview with the researcher in your workplace 
or a preferred venue of your choice. The purpose of this research project is to 
evaluate the level and quality of resources dedicated to mental health care in Kenya. 
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We want to find out whether current human and financial resources, legislation and 
policies are meeting the needs of consumers with mental illness, this information will 
be used to inform capacity-building efforts.   
Your feedback is highly valued because we believe effective and sustainable  
capacity-building needs to include all stakeholders and examine all aspects of the 
health care system. We are especially interested in your perceptions of how well the 
current health service system meets the needs of people with mental disorders.  
This Participant Information and Consent Form describe the research project. It 
explains what is involved to help you decide if you want to take part.  Please read 
this information carefully. Ask questions about anything that you don’t understand or 
want to know more about.  
Participation in this research is on a voluntary basis, and if you decide to participate, 
you will remain completely anonymous. We will not collect or keep any information 
that can identify you in the study. If you do not wish to take part in this research, you 
can refuse without any consequence; a refusal to participate will not jeopardise your 
current position in any way.  If you do not wish to participate in this study please 
return the ‘Decline to Participate in the Study Form’ in the reply paid envelope 
attached to this letter.   
If you decide you want to take part in the research project, you will be asked to give 
verbal consent to participate in the study via the telephone. The researcher will 
contact you by telephone and firstly confirm whether you have read and understood 
the Participant Information Form, and on confirming you have read and understood 
the information, ask you if you consent to participate in the study. By giving your 
verbal agreement to participate in the study you are telling us that you: 
 understand what you have read about the study;  
 consent to take part in the research project; 
 consent to be involved in the procedures described; 
 consent to the use of your information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
2. What is the purpose of this research project? 
The purpose of this research project is to evaluate the level and quality of resources 
dedicated to mental health care in Kenya. We want to find out whether current 
human and financial resources, legislation and policies are meeting the needs of 
consumers with mental illness; this information will be used to inform capacity-
building efforts for better mental health care in primary health care settings. 
3. What does participation in this research project involve? 
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 Procedures 
If you agree to participate in the project, you will be asked to participate in a one-on-
one interview with the researcher, the interview will be approximately one hour in 
duration. If there are questions that cannot be answered or data that is not accessible 
during the interview, a follow-up via email or a second interview with the researcher 
can be organised. You will be asked questions about that relate to your role within 
the Ministry of Health or the Professional Association that you represent. Questions 
for this interview have been adapted from the World Health Organisation 
Assessment Instrument for Mental Health Systems (WHO-AIMS). The types of 
information we are interested in include information about; current government 
expenditure on mental health services, policies and legislation relating to mental 
health care, human resources for mental health care including aspects of their 
training, facilities available in the community and tertiary level for people with 
mental illness.  
The researcher calling or contacting you by email will not be provided with any 
personal information about you other than your current role and responsibility within 
the Ministry of Health or the professional association. You will not be asked for any 
personal information by the researcher. Even after giving your verbal consent to 
participate in the telephone survey, you can end the survey (telephone call) at any 
time without any consequences.   
 Reimbursement 
Participants will not be paid for participation in this research.  
4. What are the possible benefits? 
You may not receive any direct or immediate benefits from your involvement with 
the study. The possible benefits of participating in this project include an opportunity 
for you to participate and contribute to efforts to improve services delivery for people 
with mental illness in Kenya. Your unique contribution to the study will provide us 
with invaluable information that can be used to inform capacity-building efforts for 
better mental health care in primary health care settings.  
5. What are the possible risks? 
The risks associated with participation in this project are expected to be minimal. 
You will not be asked to discuss your confidential information. Some participants in 
this study may experience some discomfort talking about perceived shortcomings of 
their employer or professional association, we anticipate that talking about aspects of 
the health care system including your role as an employee, whether positive or 
negative; may provide you with a valuable opportunity to raise issues that are 
important to you. Your views and opinions will be treated with utmost respect by the 
researcher.  
6. Do I have to take part in this research project? 
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Participation in any research project is entirely voluntary. If you do not wish to take 
part, you do not have to. If you decide to take part and later change your mind, you 
are free to withdraw from the project at a later stage. 
Your decision whether to take part or not, or to take part and then withdraw, will not 
affect your relationship with colleagues, the researchers, or your employer. 
7. How will I be informed of the final results of this research project? 
When the project is completed a full copy of the report will be made available to all 
participants and participating professional associations.  
8. What will happen to information about me? 
 
This research does not collect any information specific to you. All information 
collected will be stored as Kenyan health/mental health system information. This 
information will be used to describe and summarise the sample of key informants 
from the Ministry of Health of the Government of Kenya and the leadership of 
professional associations for health care workers who participated in the project. No 
individual will be recognisable in this summary, or in any publication resulting from 
this research.  
All information generated from the project will be stored in a locked filing cabinet in 
a secure office in the School of Nursing at Geelong Waterfront Campus in 
Melbourne-Australia for a period of 7 years, after which it will be destroyed. Digital 
data wil be stored in password protected files on Deakin University-Australia secure 
servers. Data will be stored for a period of 7 years after which it will be destroyed.  
9. Can I access research information kept about me? 
In accordance with relevant Australian privacy laws, you have the right to access the 
information collected and stored by the researchers about you, for research you have 
participated in.  Please contact one of the researchers named at the end of this 
document if you would like to access your information. 
In addition, in accordance with regulatory guidelines, the information collected in 
this research project will be kept for at least 7 years, after which it will be destroyed. 
10. Is this research project approved? 
The ethical aspects of this research project have been approved by the Human 
Research Ethics Committee of Deakin University – Australia. 
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007) produced by the National Health and Medical 
Research Council of Australia. This statement has been developed to protect the 
interests of people who agree to participate in human research studies. 
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All data collected will be aggregated, and no individual will be identifiable. The 
research team will not be exposed to any authority in Kenya and you are not 
expected to change any aspect of your current role as a result of participating in this 
research. 
Some of the results attained in this study may be used to inform future research, 
however, only collated group data will be used and no individual or organization will 
be identifiable in any way. 
11. Verbal Consent 
I have read and I understand the purposes, procedures and risks of this research 
project as described within it. 
I have had an opportunity to ask questions and I am satisfied with the answers I have 
received. 
I freely agree to participate in this research project, as described.  
12. Who can I contact? 
The person you may need to contact will depend on the nature of your query. 
Therefore, please note the following: 
For further information or appointments: 
If you want any further information concerning this project or if you have any 
problems which may be related to your involvement in the project, you can contact 
the       
Associate Researcher, Prof David Ndetei, African Mental Health Foundation 
Email- dmndetei@amhf.or.ke, Tel- 
 
Associate Researcher, Elijah Marangu, Deakin University – Australia 
Email- elijah.marangu@deakin.edu.au, Tel- +613 5227 8459 
Kenyan Telephone number: 
 
Principal Researcher, Associate Professor Natisha Sands,  Deakin University, 
Waterfront Campus on +613 5227 8417. 
Email- natisha.sands@deakin.edu.au  
Complaints 
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If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about your rights as a research participant, then you may 
contact:   
 
The Manager, Research Integrity, Deakin University, 221 Burwood Highway, 
Burwood Victoria 3125, Telephone: 9251 7129, research-ethics@deakin.edu.au 
 
Please quote project number [2013-191]. 
  
 
PHASE-I 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  Key informants: 
        Ministry of Health Departmental Heads (or representative) 
        Heads of Professional Associations (or representative) 
Consent Form 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for 
capacity-building in primary health care settings 
Reference Number: 
I have readand I understand the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
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The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
Participants’ Name (printed) 
…………………………………………………………………… 
Signature ……………………………………………………… Date  
………………………… 
[Please add the researcher’s name and Deakin address if this is to be returned 
by mail, even if you have provided a reply paid envelope, just in case the 
participant misplaces it.] 
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PHASE-I 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  Key informants: 
        Ministry of Health Departmental Heads (or representative) 
        Heads of Professional Associations (or representative) 
Third Party Consent Form 
(To be used by parents/guardians of minor children, or carers/guardians consenting 
on behalf of adult participants who do not have the capacity to give informed 
consent) 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for 
capacity-building in primary health care settings. 
Reference Number: 
I have read and I understand the attached Plain Language Statement. 
I give my permission for ……………………………………………………(name of 
participant) 
to participate in this project according to the conditions in the Plain Language 
Statement.  
I have been given a copy of Plain Language Statement and Consent Form to keep. 
The researcher has agreed not to reveal my identity and personal details or the 
identity and personal details of the person for whom I am providing consent, 
including where information about this project is published, or presented in any 
public form.   
[As indicated in the participant consent form above, additional details may be 
included as appropriate for the project.] 
Participants’ Name (printed) …………………………………………………… 
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Name of Person giving Consent (printed) 
……………………………………………………   
Relationship to Participant: ……………………………………………………… 
Signature ……………………… Date  ………………………… 
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PHASE-I 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  Ministry of Health or Professional Association 
Organisational Consent Form 
(To be used by organisational Heads providing consent for staff/members/patrons 
to be involved in research) 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for 
capacity-building in primary health care settings 
Reference Number: 
I have read and I understand the attached Plain Language Statement. 
I give my permission for [staff/members/patrons] of [name of organisation] to 
participate in this project according to the conditions in the Plain Language 
Statement.  
I have been given a copy of Plain Language Statement and Consent Form to keep. 
The researcher has agreed not to reveal the participants’ identities and personal 
details if information about this project is published or presented in any public form.   
I agree that 
1. The institution/organisation MAY / MAY NOT be named in research 
publications or other publicity without prior agreement. 
2.  I / We EXPECT / DO NOT EXPECT to receive a copy of the research 
findings or publications. 
Name of person giving consent (printed) 
………………………………………………………  
Signature ……………………………… Date  ………………………… 
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PHASE-I 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  Key informants: 
        Ministry of Health Departmental Heads (or representative) 
        Heads of Professional Associations (or representative) 
Withdrawal of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 
Full Project Title: Mental Health Care in Kenya: investigating strategies for 
capacity-building in primary health care settings. 
Reference Number: 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University [and add other organisations where applicable]. 
Participants’ Name (printed) ……………………………………………………. 
Signature …………………………………… Date …………………… 
Please mail or fax this form to: 
Elijah Marangu 
Deakin University, Waterfront Campus, Geelong 
Australia 
Email- elijah.marangu@deakin.edu.au  
Tel- +613 5227 8459 
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Appendix 8: Jorm’s adapted Kenya Mental Health Literacy 
Questionnaire (KMHLQ) Questionnaire for Phase-II & Phase-III 
 
430 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
431 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
432 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
433 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
434 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
435 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
436 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
437 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
438 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
439 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
440 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
441 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
 
 
442 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Appendix 9: Jorm’s MHL Questionnaire Approval Letter 
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Appendix 10: Summary of Studies that have utilised Jorm’s MHL 
Questionnaire 
SUMMARY OF STUDIES USING JORM’S MENTAL HEALTH LITERACY 
QUESTIONNAIRE (MHLQ)- Review of Literature 
Paper Target 
pop/Country 
n Analysis/Results 
Attitudes Towards 
People with a Mental 
Disorder: A Survey of 
the Australian Public and 
Health Professionals 
ANZ Journal of 
Psychiatry, 1999 
Jorm, Korten, Jacomb, 
Christensen & 
Henderson 
NMHRC 
Australian 
study 
 
 
 
 
 
General 
public- 
Interviewer 
administered 
 
Health 
Professionals – 
self-
administered 
 
 
Australian Public 
Household 
Survey = 2031 
 
Postal Survey: 
- GPs = 
872 
- Psychiat
rists = 
1128 
- Clin 
Psych = 
454  
- Principal component analysis 
- One-way analysis of variance for 
differences between groups 
- Chi-Square tests to evaluate 
differences in frequencies 
between groups 
- P<0.01 was used for statistical 
significance 
Pharmacists’ beliefs 
about treatments and 
outcomes of mental 
disorders: a mental 
health literacy survey 
ANZ Journal of 
Psychiatry, 2010 
Claire L. O’Reilly, J. 
Simon Bell & Timothy 
F. Chen 
Australian 
study 
Pharmacists 
 
 
 
Self -
administered 
Sample = 2000 
Respondents = 
391 
Data analysis using SPSS 
- descriptive analysis 
- Mann Whitney and Kluskall 
Wallis tests to ascertain whether 
responses were affected by 
gender, area of practice or 
previous experience with mental 
illness 
 
 
 
 
 
 
 
Attitudes to people with 
mental disorders: a 
mental health literacy 
survey in a rural area of 
Maharashtra, India 
 
Social Psychiatry & 
Psychiatric 
Epidemiology, 2009.  
 
Michelle Kermode, 
Kathryn Bowen,  Shoba 
Indian Study 
Maharashatra 
Study 
 
 
 
Interviewer 
administered 
240 
systematically 
sampled 
community 
members 
60 Village Health 
Workers (VHW) 
= 300 
Data analysis using SPSS 
- Descriptive stats calculated 
separately for the two groups 
- Linear regression modelling was 
undertaken using combined 
sample 
- Predictor variables included 
demographic labelling and 
causation variables 
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Arole, Soumitra Pathare 
& Anthony F. Jorm 
 
 
Knowledge and attitudes 
of doctors regarding the 
provision of mental 
health care in 
Doddaballapur Taluk, 
Bangalore Rural district, 
Karnataka 
 
International Journal of 
Mental Health Systems, 
2012 
 
Joshua Cowan, Shoba 
Raja, Amali Naik & 
Gregory Armstrong1* 
 
Bangarole 
Rural District 
Study 
India 
 
 
 
 
Self-
administered 
Sample = 72 
Respondents = 46 
Data analysis using SPSS 
- Descriptive statistics for 
Knowledge, attitudes and 
practices among Doctors based 
on their area of practice 
Influence of gender in 
mental health literacy of 
young Australians 
 
ANZ Journal of 
Psychiatry, 2006 
 
Sue Cotton, Annamarie 
Wright, Meredith Harris, 
Anthony Jorm, Patrick 
MacGorry 
Australian 
Study 
Young people 
12-25 
 
 
Computer 
Assisted 
Telephone 
Interviewing 
Sample =1207 
Males = 539 
Females = 668 
The Chi-square test (x2) was employed to 
compare gender differences in recognition 
of depression/psychosis. Analyses were 
also conducted to compare responses 
between two age groups 12-17 years and 
18-25 years. Fisher’s exact test were used 
as an alternative to Chi-square test when 
expected frequencies were less than 5. 
Alpha or Type 1 error was set at 0.05 
level. 
The public’s ability to 
recognise mental 
disorders and their 
beliefs about treatment: 
changes in Australia over 
8 years 
 
Anthony Jorm, Helen 
Christensen & Kathleen 
Griffiths 
 
ANZ Journal of 
Psychiatry, 2006 
2003-2004 
Australian 
Study 
 
Household 
survey of 
adults aged 18-
74 
Sample = 2032 
Respondents = 
2001 
This Survey was done to compare the 
change in public attitudes over time 
SPSS 12.0 was used in analysis, Data 
from 1995 survey was compared to results 
of the 2003-2004 survey. 
Researchers focused on interpretation of 
effect sizes between the two surveys. 
Over the 8 years, the public showed better 
recognition of depression and 
schizophrenia and gave more positive 
ratings to a range of interventions, 
including help from mental health 
professionals, medications, psychotherapy 
and psychiatric ward admission. 
 
 
Mental Health Literacy 
as a function of 
remoteness of residence, 
an Australian national 
survey 
 
BMC Public Health, 
1999 
 
Kathleen Griffiths, Helen 
Christensen & Anthony 
Australian 
Study 
Household 
survey 
Sample 3998 Analysis of data from 2003-2004 
Australian survey that sought to determine 
the impact of remoteness on public 
knowledge of depression and 
schizophrenia. 
Mental health literacy was similar across 
remoteness categories. However, inner 
regional residents showed superior 
identification of the disorders depicted in 
the suicidal ideation and chronic 
schizophrenia vignettes. They were also 
more likely to report having heard of 
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Australia's national depression health 
promotion campaign. Conversely, they 
were less likely than major city residents 
to rate the evidence-based treatment of 
psychotherapy helpful for depression. 
Mental health nurses’ 
beliefs about 
interventions for 
schizophrenia and 
depression; a comparison 
with psychiatrists and the 
public 
 
 
 
Tanya Caldwell 
Anthony Jorm 
 
 
 
ANZ Journal of 
Psychiatry 
2000 
34:4  (602-611) 
Australian 
Study 
 Postal self-
completion 
Survey 
Public = 2032 
Psychiatrists = 
1580 
Mental Health 
Nurses = 680 
One-way analysis of variance showed that 
the mean number of interventions 
considered helpful was significantly 
higher for mental health nurses than for 
psychiatrists for both schizophrenia (mean 
= 14.09, SE = 0.25 vs mean = 11.92, SE = 
0.19) and depression (mean = 16.30, SE = 
0.27 vs mean = 15.23, SE = 0.22), 
respectively. It was not possible to include 
the general public in this analysis because 
of differences in the intervention survey 
items. 
Mental health nurses have time-intensive 
contact, in a variety of roles, with 
consumers, the general public and other 
professional groups. Nurses contribute to 
mental health services and the community 
as educators, carers and crisis workers in 
many roles and work settings. The current 
multidisciplinary approach to mental 
health care provides an opportunity to 
take advantage of a wide range of beliefs, 
knowledge and experience. For this to be 
achieved, professionals and policy makers 
need to be aware of their own beliefs as 
well as the beliefs of others. 
 
A comparative mental 
health literacy survey of 
psychiatrists and other 
mental health 
professionals in 
Singapore. 
 
ANZ Journal of 
Psychiatry, 2000 
 
Gordon Parker, Helen 
Chen, Joshua Kua, 
Jennifer Loh, Anthony 
Jorm 
Singaporean 
Study 
Postal Survey 
Sample = 495 
Respondents = 
401 
(81% response 
rate) 
The statistical analyses were carried out 
using SPSS for Macintosh (Version 6 and 
Version 11). The usual descriptive and 
bivariate analyses χ2-test, T-test and F-test 
were applied. Associations between 
faculty affiliation and 
depression/schizophrenia literacy were 
analysed by means of correspondence 
analysis. 
The two principal contrast groups 
(Singapore psychiatrists and other 
Singapore mental health professionals) 
differed slightly in terms of diagnostic 
accuracy. The psychiatrists differed in 
favouring a more professionally focused 
model of intervention, while both 
professional groups viewed traditional 
healers and their practices as distinctly 
unhelpful. Direct comparison of 
psychiatrist ratings generated in Singapore 
and in Australia revealed quite similar 
response profiles. 
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A study investigating 
mental health literacy in 
Pakistan 
 
Journal of Mental 
Health, 2005 
 
Kausar Suhail 
Pakistani 
Study 
Door-door 
quasi-random 
household 
survey mainly 
from cities in 
Punjab, 
Lahore, Multan 
and Faisalabad 
Sample = 1750 Data was analysed using SPSS for 
Windows Version 10.00. 
To identify the best predictors for 
identification of a disorder, a logistic 
regression analysis with forward selection 
was computed with gender, age, education 
area of residence and type of vignette as 
the predictor variables and diagnosis 
(correct/incorrect) as predicted variable. 
The results of this analyses showed the 
type of vignette was the best predictor, 
followed by the level of education and the 
area of residence for making either correct 
or incorrect diagnosis. Other variables like 
gender, age, did not contribute 
significantly to the prediction. 
Results from the survey indicated that 
mental health promotion and awareness 
campaigns would be more beneficial if 
they targeted the less educated and those 
in rural areas. 
 
Mental health literacy in 
an educational elite – an 
online survey among 
university students 
 
BMC Public Health 2005 
 
Christph Lauber, Vladeta 
Adjacic-Gross, Nadja 
Fritschi, Niklaus Stulz, 
Wulf Rossler 
Swiss Study 
Online 
Questionnaire 
completed by 
students of the 
University of 
Zurich/Switzer
land 
Sample = 1228 
Respondents = 
241 
(19.6 response 
rate) 
The vast majority of the participants 
recognised the specific symptoms of 
depression. The symptoms of 
schizophrenia, however, were recognised 
to a lesser extent. 
As far as it is known, this is the first 
online survey in the field of mental health 
literacy. The Internet is likely to facilitate 
access to people and information. Thus, 
interest in online surveys are growing 
despite some shortcomings, e.g., sampling 
limitations as a result of omitting those 
without an email address/access as well as 
limits on response alternatives and 
interviewer observation 
Comments: 
 
Jorm’s Mental Health Literacy Questionnaire has been used in studies in a number of countries including 
Australia, New Zealand, Singapore, Switzerland, Pakistan and India. Different strategies have been used to 
implement the questionnaire depending on setting including postal surveys, telephone surveys, household 
surveys, interviewer assisted and computer assisted telephone interviewing. While studies undertaken in 
Australia have been extensive, involving large samples (>2000 respondents) of the general public as well as 
health professionals, those in low-income countries like India have mainly involved community health 
workers with fewer respondent (<300).No studies were located during the literature review process on studies 
undertaken using the Mental Health Literacy Questionnaire in Kenya or any other country in Sub-Saharan 
Africa. In absence of an effective and reliable postal or computerised environment in Kenya, and following 
consultation with stakeholders, the preferred method to implement the Mental Health Literacy Questionnaire 
is manual distribution to primary health care workers in targeted health centres. A follow-up schedule to 
ensure successful completion and collection of questionnaires will be established. 
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Appendix 11: Phase-II Plain Language Statement and Consent 
Forms 
 
 
PHASE-II 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO: Health workers in Primary health care settings 
Plain Language Statement  
Date:  
Full Project Title: Mental health care in Kenya, investigating strategies for 
capacity-building in primary health care settings 
Principal Researcher: Associate Professor Natisha Sands 
Student Researcher: Elijah Marangu 
Associate Researcher(s): Prof Fethi Mansouri 
         Prof David Ndetei 
         Dr John Rolley  
Introduction 
You are invited to take part in this research project. You are being approached as a 
participant in the project because you are in a position of responsibility in the 
Kenyan health care system as a health care worker, working in the primary health 
care setting. We are seeking your pertaining to the mental health care system in 
Kenya with some focus on mental health knowledge, skills and attitudes. 
 The research involves a survey questionnaire assessing mental health literacy that 
you complete and email or post back to the research team. The purpose of this 
research project is to evaluate mental health literacy levels among health workers in 
primary health care settings in Kenya. We want to find out whether health workers in 
primary health care settings in Kenya have knowledge, skills and attitudes required 
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for effective mental health care to be able to meet the needs of consumers with 
mental illness. This information will be used to inform capacity-building efforts.   
Your feedback is highly valued because we believe effective and sustainable 
capacity-building needs to include all stakeholders and examine all aspects of the 
health care system. We are especially interested in your perceptions of how well you 
feel equipped to meet the needs of people with mental disorders in your practice 
setting.  
 
This Participant Information and Consent Form describe the research project. It 
explains what is involved to help you decide if you want to take part.  Please read 
this information carefully. Ask questions about anything that you don’t understand or 
want to know more about.  
Participation in this research is on a voluntary basis, and if you decide to participate, 
you will remain completely anonymous. We will not collect or keep any information 
that can identify you in the study. If you do not wish to take part in this research, you 
can refuse without any consequence; a refusal to participate will not jeopardise your 
current position in any way.  If you do not wish to participate in this study please 
return the ‘Decline to Participate in the Study Form’ in the reply paid envelope 
attached to this letter.   
 
If you decide you want to take part in the research project, you will be asked to give 
verbal consent to participate in the study via the telephone. The researcher will 
contact you by telephone and firstly confirm whether you have read and understood 
the Participant Information Form, and on confirming you have read and understood 
the information, ask you if you consent to participate in the study. By giving your 
verbal agreement to participate in the study you are telling us that you: 
 understand what you have read about the study;  
 consent to take part in the research project; 
 consent to be involved in the procedures described; 
 consent to the use of your information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
2. What is the purpose of this research project? 
The purpose of this research project is to evaluate mental health literacy levels 
among health workers in primary health care settings in Kenya. We want to find out 
whether health workers in primary health care settings in Kenya have knowledge, 
skills and attitudes required for effective mental health care to be able to meet the 
needs of consumers with mental illness. This information will be used to inform 
capacity-building efforts. 
3. What does participation in this research project involve? 
 Procedures 
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If you agree to participate in the project, you will be asked to complete a Mental 
Health Literacy Survey Questionnaire that will be posted or emailed to you, the 
questionnaire will take about 40-45 minutes to complete. If there are questions that 
you cannot be answer, you will be prompted to insert an answer that indicates that 
you either do not know the answer or not applicable. Questions for this Mental 
Health Literacy Questionnaire have been adapted from a Mental Health Literacy 
Tool developed by Professor Anthony Jorm, the questionnaire has items that aim to 
evaluate mental health knowledge, skills and attitudes of health workers.  
The researcher calling or contacting you by email will not be provided with any 
personal information about you other than your current role and responsibility as a 
health care worker in the primary health care setting in Kenya. You will not be asked 
for any personal information by the researcher. Even after giving your verbal consent 
to participate in the telephone survey, you can end the survey (telephone call) at any 
time without any consequences.   
 Reimbursement 
Participants will not be paid for participation in this research.  
Participants will be reimbursed their costs of travelling to the arranged interview 
venue to an amount not exceeding $20 (USD) equivalent in Kenya Shillings to be 
determined on current foreign exchange rates in Kenya. 
4. What are the possible benefits? 
You may not receive any direct or immediate benefits from your involvement with 
the study. The possible benefits of participating in this project include an opportunity 
for you to participate and contribute to efforts to improve services delivery for people 
with mental illness in Kenya. Your unique contribution to the study will provide us 
with invaluable information that can be used to inform capacity-building efforts for 
better mental health care in primary health care settings in Kenya.  
5. What are the possible risks? 
The risks associated with participation in this project are expected to be minimal. 
You will not be asked to discuss your confidential information. Some participants in 
this study may experience some discomfort talking about perceived shortcomings of 
their employer or the health system in general, we anticipate that talking about 
aspects of the health care system including your role as an employee, whether 
positive or negative; may provide you with a valuable opportunity to raise issues that 
are important to you. Your views and opinions will be treated with utmost respect by 
the researcher.  
6. Do I have to take part in this research project? 
Participation in any research project is entirely voluntary. If you do not wish to take 
part, you do not have to. If you decide to take part and later change your mind, you 
are free to withdraw from the project at a later stage. 
Your decision whether to take part or not, or to take part and then withdraw, will not 
affect your relationship with colleagues, the researchers, or your employer. 
7. How will I be informed of the final results of this research project? 
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When the project is completed a full copy of the report will be made available to all 
participants and participating professional associations.  
8. What will happen to information about me? 
 
This research does not collect any information specific to you. All information 
collected will be stored as Kenyan Mental Health Literacy Data. This information 
will be used to describe and summarise the sample of health care workers who 
participated in the project. No individual will be recognisable in this summary, or in 
any publication resulting from this research.  
All information generated from the project will be stored in a locked filing cabinet in 
a secure office in the School of Nursing at Geelong Waterfront Campus in 
Melbourne-Australia for a period of 7 years, after which it will be destroyed. Digital 
data wil be stored in password protected files on Deakin University-Australia secure 
servers. Data will be stored for a period of 7 years after which it will be destroyed.  
9. Can I access research information kept about me? 
In accordance with relevant Australian privacy laws, you have the right to access the 
information collected and stored by the researchers about you, for research you have 
participated in.  Please contact one of the researchers named at the end of this 
document if you would like to access your information. 
In addition, in accordance with regulatory guidelines, the information collected in 
this research project will be kept for at least 7 years, after which it will be destroyed. 
10. Is this research project approved? 
The ethical aspects of this research project have been approved by the Human 
Research Ethics Committee of Deakin University – Australia. 
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007) produced by the National Health and Medical 
Research Council of Australia. This statement has been developed to protect the 
interests of people who agree to participate in human research studies. 
All data collected will be aggregated, and no individual will be identifiable. The 
research team will not be exposed to any authority in Kenya and you are not 
expected to change any aspect of your current role as a result of participating in this 
research. 
Some of the results attained in this study may be used to inform future research, 
however, only collated group data will be used and no individual or organization will 
be identifiable in any way. 
 
11. Verbal Consent 
 
I have read and I understand the purposes, procedures and risks of this research 
project as described within it. 
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I have had an opportunity to ask questions and I am satisfied with the answers I have 
received. 
I freely agree to participate in this research project, as described.  
12. Who can I contact? 
The person you may need to contact will depend on the nature of your query. 
Therefore, please note the following: 
For further information or appointments: 
If you want any further information concerning this project or if you have any 
problems which may be related to your involvement in the project, you can contact 
the       
Associate Researcher, Prof David Ndetei, African Mental Health Foundation 
Email- dmndetei@amhf.or.ke, Tel- +254202716315 
 
Associate Researcher, Elijah Marangu, Deakin University – Australia 
Email- elijah.marangu@deakin.edu.au, Tel- +613 5227 8459 
Kenyan Telephone number: +254 710 708 933 
 
Principal Researcher, Associate Professor Natisha Sands,  Deakin University, 
Waterfront Campus on +613 5227 8417. 
Email- natisha.sands@deakin.edu.au  
Complaints 
If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about your rights as a research participant, then you may 
contact:   
 
The Manager, Research Integrity, Deakin University, 221 Burwood Highway, 
Burwood Victoria 3125, Telephone: 9251 7129, research-ethics@deakin.edu.au 
 
Please quote project number [2013-191]. 
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PHASE-II 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  the Participant 
Consent Form 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for 
capacity-building in primary health care settings 
Reference Number: 
I have read, or have had read to me in my first language [only include this phrase if 
the documents will be translated into other languages], and I understand the 
attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
Participants’ Name (printed) 
…………………………………………………………………… 
Signature ………………………………… Date  ………………………… 
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PHASE-II 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  the Participant 
Organisational Consent Form 
(To be used by organisational Heads providing consent for staff/members/patrons 
to be involved in research) 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for 
capacity-building in primary health care settings 
Reference Number: 
I have read and I understand the attached Plain Language Statement. 
I give my permission for [staff/members/patrons] of [name of organisation] to 
participate in this project according to the conditions in the Plain Language 
Statement.  
I have been given a copy of Plain Language Statement and Consent Form to keep. 
The researcher has agreed not to reveal the participants’ identities and personal 
details if information about this project is published or presented in any public form.   
I agree that 
1. The institution/organisation MAY / MAY NOT be named in research 
publications or other publicity without prior agreement. 
2.  I / We EXPECT / DO NOT EXPECT to receive a copy of the research 
findings or publications. 
Name of person giving consent (printed) 
………………………………………………………  
Signature ………………………………………Date  ………………………… 
 
[Please add the researcher’s name and Deakin address if this is to be returned 
by mail, even if you have provided a reply paid envelope, just in case the 
participant misplaces it.] 
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PHASE-II 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:   the Participant 
Withdrawal of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 
Full Project Title: Mental Health Care in Kenya: investigating strategies for 
capacity-building in primary health care settings. 
Reference Number: 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University [and add other organisations where applicable]. 
Participants’ Name (printed) ……………………………………………………. 
Signature …………………… Date …………………… 
Please mail or fax this form to: 
Elijah Marangu 
Deakin University, Waterfront Campus, Geelong 
Australia 
Email- elijah.marangu@deakin.edu.au  
Tel- +613 5227 8459 OR 071 0708 933 
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Appendix 13: Phase-III KMHEP-pilot Certificate of Attendance 
 
 
 
 
 
 
 
 
 
457 
 
 
Elijah Marangu Deakin University_SoNM_PhD_2018 
 
Appendix 14: Phase-III Plain Language Statement and Consent 
Forms 
 
 
PHASE-III 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO: Health workers in Meru County, Kenya 
Plain Language Statement  
Date:  
Full Project Title: Mental health care in Kenya, investigating strategies for 
capacity-building in primary health care settings 
Principal Researcher: Associate Professor Natisha Sands 
Student Researcher: Elijah Marangu 
Associate Researcher(s): Prof Fethi Mansouri 
         Prof David Ndetei 
         Dr John Rolley  
Introduction 
You are invited to take part in this research project. You are being approached as a 
participant in the project because you are in a position of responsibility in the 
Kenyan health care system as a health care worker, working in the primary health 
care setting. We are seeking your participation in this pilot project that is designed to 
develop your mental health knowledge, skills and attitudes. 
 The research will involve you as a participant in a Mental Health Literacy Program 
designed to enhance your capacity for mental health care in your current practice 
setting, a number of learning activities will be delivered and your active participation 
will be sought. The purpose of this pilot project is to test the effectiveness of a 
Mental Health Literacy Program designed to improve mental health literacy levels 
among health workers in primary health care settings in Kenya. We want to find out 
whether a Mental Health Literacy Program implemented among health workers in 
primary health care settings in Kenya can lead to improvement in knowledge, skills 
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and attitudes required for effective mental health care to be able to meet the needs of 
consumers with mental illness. Information obtained from this pilot project will be 
used to inform capacity-building efforts in the Kenyan primary health care setting.   
Your feedback is highly valued because we believe effective and sustainable 
capacity-building needs to include all stakeholders and examine all aspects of the 
health care system. We are especially interested in your active engagement to ensure 
successful implementation of the Mental Health Literacy Program.  
 
This Participant Information and Consent Form describe the pilot project. It explains 
what is involved to help you decide if you want to take part.  Please read this 
information carefully. Ask questions about anything that you don’t understand or 
want to know more about.  
Participation in this research is on a voluntary basis, and if you decide to participate, 
you will remain completely anonymous. We will not collect or keep any information 
that can identify you in the study. If you do not wish to take part in this research, you 
can refuse without any consequence; a refusal to participate will not jeopardise your 
current position in any way.  If you do not wish to participate in this study please 
return the ‘Decline to Participate in the Study Form’ in the reply paid envelope 
attached to this letter.   
 
If you decide you want to take part in the research project, you will be asked to give 
verbal consent to participate in the study via the telephone. The researcher will 
contact you by telephone and firstly confirm whether you have read and understood 
the Participant Information Form, and on confirming you have read and understood 
the information, ask you if you consent to participate in the study. By giving your 
verbal agreement to participate in the study you are telling us that you: 
 understand what you have read about the study;  
 consent to take part in the research project; 
 consent to be involved in the procedures described; 
 consent to the use of your information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
 
2. What is the purpose of this research project? 
The purpose of this pilot project is to test the effectiveness of a Mental Health 
Literacy Program designed to improve mental health literacy levels among health 
workers in primary health care settings in Kenya. We want to find out whether a 
Mental Health Literacy Program implemented among health workers in primary 
health care settings in Kenya can lead to improvement in knowledge, skills and 
attitudes required for effective mental health care to be able to meet the needs of 
consumers with mental illness. Information obtained from this pilot project will be 
used to inform capacity-building efforts in the Kenyan primary health care setting. 
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3. What does participation in this research project involve? 
 Procedures 
If you agree to participate in the project, you will be asked to participate in a range of 
learning activities scheduled in a workshop format and running for two full days or 
14 hours, a number of strategies will be used to evaluate your understanding of each 
of the modules in the program. A combination of audio/visual media, lectures and 
small group activities will be used to deliver the learning content. The commitment 
required of you as a participant in this pilot project is to be available for training at 
the appointed date, time and venue, to participate in learning activities including 
lectures, group activities and to complete evaluation activities including multiple 
choice questions and short answer questions. 
There will be a total of 20 participants attending this training. The session will be 
facilitated by Mr Elijah Marangu, an Associate Researcher in this project, he will be 
assisted by four Trainers from the African Mental Health Foundation (Nairobi). 
The researcher calling or contacting you by email will not be provided with any 
personal information about you other than your current role and responsibility as a 
health care worker in the primary health care setting in Kenya. You will not be asked 
for any personal information by the researcher. Even after giving your verbal consent 
to participate in the telephone survey, you can end the survey (telephone call) at any 
time without any consequences.   
 Reimbursement 
Participants will not be paid for participation in this research.  
Participants will be reimbursed their costs of travelling to the arranged interview 
venue to an amount not exceeding $20 (USD) equivalent in Kenya Shillings to be 
determined on current foreign exchange rates in Kenya. 
4. What are the possible benefits? 
You may not receive any direct or immediate benefits from your involvement with 
the study. The possible benefits of participating in this project include an opportunity 
for you to participate and contribute to efforts to improve services delivery for people 
with mental illness in Kenya. Your unique contribution to the study will provide us 
with invaluable information that can be used to inform capacity-building efforts for 
better mental health care in primary health care settings in Kenya.  
5. What are the possible risks? 
The risks associated with participation in this project are expected to be minimal. 
You will not be asked to discuss your confidential information. Some participants in 
this study may experience some discomfort talking about perceived shortcomings of 
their employer or the health system in general, we anticipate that talking about 
aspects of the health care system including your role as an employee, whether 
positive or negative; may provide you with a valuable opportunity to raise issues that 
are important to you. Your views and opinions will be treated with utmost respect by 
the researcher.  
6. Do I have to take part in this research project? 
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Participation in any research project is entirely voluntary. If you do not wish to take 
part, you do not have to. If you decide to take part and later change your mind, you 
are free to withdraw from the project at a later stage. 
Your decision whether to take part or not, or to take part and then withdraw, will not 
affect your relationship with colleagues, the researchers, or your employer. 
7. How will I be informed of the final results of this research project? 
When the project is completed a full copy of the report will be made available to all 
participants and participating professional associations.  
8. What will happen to information about me? 
 
This research does not collect any information specific to you. All information 
collected will be stored as Kenyan Mental Health Literacy Pilot Program Data. 
This information will be used to describe and summarise the sample of health care 
workers who participated in the pilot project. No individual will be recognisable in 
this summary, or in any publication resulting from this research.  
All information generated from the project will be stored in a locked filing cabinet in 
a secure office in the School of Nursing at Geelong Waterfront Campus in 
Melbourne-Australia for a period of 7 years, after which it will be destroyed. Digital 
data wil be stored in password protected files on Deakin University-Australia secure 
servers. Data will be stored for a period of 7 years after which it will be destroyed.  
9. Can I access research information kept about me? 
In accordance with relevant Australian privacy laws, you have the right to access the 
information collected and stored by the researchers about you, for research you have 
participated in.  Please contact one of the researchers named at the end of this 
document if you would like to access your information. 
In addition, in accordance with regulatory guidelines, the information collected in 
this research project will be kept for at least 7 years, after which it will be destroyed. 
10. Is this research project approved? 
The ethical aspects of this research project have been approved by the Human 
Research Ethics Committee of Deakin University – Australia. 
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007) produced by the National Health and Medical 
Research Council of Australia. This statement has been developed to protect the 
interests of people who agree to participate in human research studies. 
All data collected will be aggregated, and no individual will be identifiable. The 
research team will not be exposed to any authority in Kenya and you are not 
expected to change any aspect of your current role as a result of participating in this 
research. 
Some of the results attained in this study may be used to inform future research, 
however, only collated group data will be used and no individual or organization will 
be identifiable in any way. 
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11. Verbal Consent 
 
I have read and I understand the purposes, procedures and risks of this research 
project as described within it. 
I have had an opportunity to ask questions and I am satisfied with the answers I have 
received. 
I freely agree to participate in this research project, as described.  
12. Who can I contact? 
The person you may need to contact will depend on the nature of your query. 
Therefore, please note the following: 
For further information or appointments: 
If you want any further information concerning this project or if you have any 
problems which may be related to your involvement in the project, you can contact 
the       
Associate Researcher, Prof David Ndetei, African Mental Health Foundation 
Email- dmndetei@amhf.or.ke, Tel- 020 271 6315 
Associate Researcher, Elijah Marangu, Deakin University – Australia 
Email- elijah.marangu@deakin.edu.au, Tel- +613 5227 8459 
Kenyan Telephone number: 071 0708 933 
Principal Researcher, Associate Professor Natisha Sands,  Deakin University, 
Waterfront Campus on +613 5227 8417. 
Email- natisha.sands@deakin.edu.au  
Complaints 
If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about your rights as a research participant, then 
you may contact:   
The Manager, Research Integrity, Deakin University, 221 Burwood Highway, 
Burwood Victoria 3125, Telephone: 9251 7129, research-ethics@deakin.edu.au 
Please quote project number [2013-191]. 
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PHASE-III 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  the Participant 
Consent Form 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for 
capacity-building in primary health care settings 
Reference Number: 
I have read, or have had read to me in my first language [only include this phrase if 
the documents will be translated into other languages], and I understand the 
attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
Participants’ Name (printed) 
…………………………………………………………………… 
Signature ……………………………………Date  ………………………… 
Researcher contacts: 
Elijah Marangu 
Deakin University, Waterfront Campus, Geelong 
Australia 
Email- elijah.marangu@deakin.edu.au  
Tel- +613 5227 8459 OR 071 0708 933 
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PHASE-III 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  The Employer/Administrator 
Organisational Consent Form 
(To be used by organisational Heads providing consent for staff/members/patrons 
to be involved in research) 
Date: 
Full Project Title: Mental health care in Kenya: investigating strategies for capacity-
building in primary health care settings 
Reference Number: 
I have read and I understand the attached Plain Language Statement. 
I give my permission for [staff/members/patrons] of [name of organisation] to participate 
in this project according to the conditions in the Plain Language Statement.  
I have been given a copy of Plain Language Statement and Consent Form to keep. 
The researcher has agreed not to reveal the participants’ identities and personal details if 
information about this project is published or presented in any public form.   
I agree that 
1. The institution/organisation MAY / MAY NOT be named in research 
publications or other publicity without prior agreement. 
2.  I / We EXPECT / DO NOT EXPECT to receive a copy of the research 
findings or publications. 
Name of person giving consent (printed) 
………………………………………………………  
Signature ………………………………………Date  ………………………… 
Researcher contacts: 
Elijah Marangu 
Deakin University, Waterfront Campus, Geelong 
Australia 
Email- elijah.marangu@deakin.edu.au  
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Tel- +613 5227 8459 OR 071 0708 933 
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PHASE-III 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  the Participant 
Withdrawal of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 
Full Project Title: Mental Health Care in Kenya: investigating strategies for 
capacity-building in primary health care settings. 
Reference Number: 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University [and add other organisations where applicable]. 
Participants’ Name (printed) ……………………………………………………. 
Signature …………………………………………Date …………………… 
Please mail or fax this form to: 
Elijah Marangu 
Deakin University, Waterfront Campus, Geelong 
Australia 
Email- elijah.marangu@deakin.edu.au  
Tel- +613 5227 8459 
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Appendix 15: Kenya Mental Health Education Program-pilot 
(KMHEP-pilot)  
Training Manual 
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Appendix 16: Deakin University Human Research Ethics Committee 
(DUHREC) Approval Letter 
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Appendix 17: Kenya Medical Research Institute (KEMRI) Ethics 
Committee Approval Letter 
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Appendix 18: Director of Medical Services Research Authorisation 
Letter 
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Appendix 20: Marangu et al (2014) Journal Article (Reproduced 
with Permission of the Editor, AJPHCFM Journal) 
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The End 
